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Preface 


— IS A GREAT temptation to write at length about the many issues 
that led to this study. The temptation has been put aside and only a 
few major happenings and issues involved in the decision to make such 
a study will be mentioned briefly. 

The senior author, as a staff member of the Rockefeller Foundation, 
had been concerned with recommending grants in the fields of medical 
education and medical care. The experiences gained have left some dis 
satisfactions, a feeling that some central problems have not been touched 
and other important problems ignored. While there has recently been great 
ferment in the field of medical care, opportunities for a foundation prepared 
to support analytic studies and experiments have not been as frequent as 
might have been hoped. Medical education, on the other hand, appears 
to have been in a process of constant critical reappraisal since the publi 
cation of the Flexner Report and there has been ample opportunity for 
foundation support in this field. Medical educators generally believe that 
medical education has improved, but the standard employed to reach 
this conclusion has normally been an internal one. A few schools have 
been able to measure their success in terms of the number of professors 
produced or the number of graduates who have entered specialist practice 
where this is the aim of the school; but so convenient a standard is not 
available to most schools, the bulk of whose graduates enter general pra 
tice. The “quality of medical care” in which the profession is currently 
investing so much thought and work means good medical facilities and 
hospitals, sound medical education and well-trained specialists. It also 
means good general practitioners and they have received less attention 
than is their due. 

The establishment of a four-year medical school at the University of 
North Carolina was preceded by a critical examination of the need for a 
third medical school in the state. A national committee convened to study 
the problem recommended such a move in its 1946 report. In doing so the 
committee pointed out that the supply and distribution of physicians was 
governed by many factors in addition to the number of medical graduates 
and therefore made its recommendation contingent upon the development 
a sa philosophy of medical education, research and medical care which 
will make it a service facility to the whole state.” Other publicly supported 
medical schools have undertaken somewhat similar responsibilities in 
regard to their state facilities, but these attempts to aid practicing col 
leagues have not been enthusiastically accepted by medical educators. This 
probably is so because most educators have grave doubts about the value 


of the type of refresher education which is the normal method of attacking 
the problem of aiding practicing physicians. One field in which universities 
have attempted to provide educational services to a state with some measure 
of success is that of agriculture in which the extension service had to wait 
for the development of an effective method before accomplishing its end. 
The lack of effective method appears to be the problem with the extension 
of medical education as an extramural service. It was not expected that a 
study of general practice would answer the question of how a medical 
school or medical center could make itself a service facility to its state, 
but it was hoped that accurate information about the most numerous type 
of practicing physician would be of value to an institution taking up such 
a challenge. 

The creation of a Program Planning Section in the Division of Health 
Affairs at the University of North Carolina in 1951 to concern itself with 
collection of information and to examine the division's position in rela- 
tion to medical care and problems in the state gave further impetus to the 
location of the study here. The opinions and conclusions expressed in this 
report, however, are entirely those of the authors and have not been 
reviewed as expressions of policy by either The Rockefeller Foundation or 
The University of North Carolina. 

Certain events contributed directly to the genesis of this work. The 
senior author, prior to coming to the University of North Carolina, had 
spent several years in England, a period that covered the inception of the 
British National Health Services. In Great Britain specialists or consultants 
had by custom always worked in the hospitals and general practitioners 
had largely confined themselves to their offices. Only a small percentage 
of British general practitioners had or have hospital appointments. The 
National Health Services which were instituted in 1948 more or less for- 
malized this position. Everything that could possibly be done, through 
organization, administration and with the necessary backing by the national 
treasury was done to make the hospitals better. No provision was made 
for any development of general practice. It was accepted, for example, 
that the general practitioner would practice in an office and that the diffi- 
cult, the obscure, the surgical, the psychiatric would be referred to the 
hospital for care. This in effect left him in charge of a sorting station, a 
doctor of secondary importance who dealt with the trivial or managed 
the hopeless, as stated by some cynic. Several investigations which will be 
referred to later indicated that all was not well with general practice. It 
appeared to an outside observer that failure to do anything positive to pro- 
vide for the growth or the augmentation of the practitioner's skill had 
left general practice stagnant. These are not the authors’ opinions alone; 
they are found in the British Medical Journal and the Lancet frequently. 
The feeling that the general practitioner in the United States was receiving 
less attention than his importance and prevalence would indicate was 
re-enforced by the observation of the events in Great Britain. 
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I: Why Study General Practice 


HERE IS NO GREAT body of literature for reference in discussing the 

background of this study, although somewhat similar studies have 
been done. The fact that general practice in Great Britain had been recog 
nized to have some failings within the National Health Services has been 
referred to. In the several years since the Services’ inception in 1948 there 
have been three extensive investigations into general practice. The first of 
these was reported by Collings in 1950.1 He “sat in on” a number of selected 
practices and his report is a description of some of these visits. The selec 
tion was not random. Dr. Collings seems to have seen mainly very poor 
doctors though he apparently did not feel that this was the case. On the 
basis of the types of practice observed his castigation of general practice 
as a whole was very severe. This report was most provocative but left many 
questions unsettled. Two further studies of general practice in Great Britain 
appeared while the present work was in progress. The first of these was 
by Hadfield who studied a large number of randomly selected physicians.* 
His findings dealt with many aspects of practice including an estimate of 
the quality of the clinical work being performed. It is mainly descriptive 
but also critical. Its main purpose was to present “an authoritative view 
of actual conditions” and this was well done. The last of the three studies, 
by Taylor, was an examination of “good general practice." As the title 
suggests, its subjects were carefully chosen and the report dealt competently 
with the organization and mechanics of these selected examples. 

In this country somewhat similar studies have been done. Makover has 
presented a very brief description of a study of the clinical work within 
the Health Insurance Plan group practices in New York.‘ A survey of 
medical facilities in three southern counties, performed by Guild, paints 
an interesting picture of medicine in the early 1930's. It can be inferred 
with some confidence that there has been substantial improvement in 
general practice in the intervening quarter century. This last study was 
concerned mainly with the economics of practice but presented some inter 
esting data on the extent of laboratory and hospital facilities, and it is on 


Couuines, J. S.: “General Practice in England Today,” Lancet, 1: 555-585, (1950) 
Haprierp, S. J.: “A Field Survey of General Practice, 1951-52," British Med. J, 11 
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the basis of this latter information that improvement of practice is judged 
to have occurred. 

Most of these studies have been of real value and all of them aided the 
authors in formulating plans for the present one. Without the example of 
previous investigations the specific goals of this study probably would not 
have been readily defined. 

Numerical importance of general practitioners 

It is obvious that good medical care is determined by many things, but 
the physician occupies a unique and important position as the central figure. 
Figures given by Weiskotten and Altenderfer indicate that over half of all 
medical graduates are wholly or partly engaged in general practice.’ Gen- 
eral practitioners are more widely distributed than specialists. Their general 
availability and the broad scope of general practice probably means that 
the kind of medical care received by a large part of the population is 
determined by the local general practitioners. 

The numerical predominance of general practitioners is not the only 
or even the most important reason for their selection for study. Other fields 
of practice have been subjected to a process of organization and formal. 
ization with respect to training and practice that have almost certainly 
produced great improvement. The formalization of prolonged training 
programs and definition of the fields which have become so complete for 
the medical specialties have scarcely touched general practice in a positive 
way. When one comes to consider if general practice would benefit from 
the same type of attention, several questions immediately arise: What is 
good general practice? How does one train for general practice? What is 
its relation to the whole of medical practice? 

What is general practice? 

What is the field, the necessary competence of the general practitioner? 
The Academy of General Practice states it is whatever the doctor is capable 
of doing. A specialist or medical educator might limit it to internal medi- 
cine, normal obstetrics, pediatrics, minor emotional diseases and minor 
surgery. This is reasonable but where does the general practitioner's com 
petence stop in any field? He cannot treat all emotional disturbances but 
which ones should he attempt to manage? What are the common medical 
problems which he will need to master? What facilities and equipment 
are necessary or important? General practice is terra incognita in contrast 
with specialty practice where customary limitations define the field and the 
patients are selected. 

An attempt to define or describe general practice involves study of it 
under varying circumstances. It may change from town to city, with the 
age of the doctor, with season of the year, with the number of partners 
or aides, with the size of the physician's income, and with many other 
factors. It would be necessary to know something about the doctor and 
his training, his patients and their diseases, his facilities, the extent of his 
work and any limitation imposed upon his practice. It is possible that 
organization within each practice might be important. 


1. Weiskorren, H. G. and Avrenprrrer, M. E.: J. Med. Educ. 27: No. 5, Part 2 


How does one train for general practice? 


A neurosurgeon must be trained in neurosurgery, but how does one 
train for general practice? Whatever the definition of general practice, it 
is difficult to avoid the conclusion that the general practitioner must be 
trained in the whole of medicine, surgery excepted by general agreement. 
This is an impossible goal, but what should the physician pick and choose 
in preparing himself for this diverse field? The extensive development of 
preceptorships has given real point to examination of this question. Any 
answer to the question of what training would be desirable should be based 
on factual information. One medical educator states, “At a time when the 
medical pendulum is swinging further and further toward specialization, 
the future of general practice offers an endless field of speculation—and 
endless speculations are being offered about it.” 


What is the relation of general practice to the whole of medical practice? 

While it was intended to examine the internal operation of each gen 
eral practice carefully it was also hoped that effects of the medical environ 
ment on the physician could be evaluated in the ambitious hope that the 
positive and the valuable on the one hand, and the adverse and the poor 
on the other, could be identified. 

In the last few decades a new note has been injected into the practice 
situation in the United States by the growth of specialization. Formaliza 
tion of training programs for nearly every specialty or subspecialty has 
created a caste system within medicine. Only the general practitioner no 
longer has a requisite course of training, a certifying board and preferen 
tial rate of pay in government service. The predominance of the-specialist 
organizations has put general practice in a defensive situation and has 
allocated to it largely negative virtues. The creation of certifying boards 
in medical specialities has closed many doors to the general physician 
The hospital restrictions placed upon general practitioners are well known. 
In many communities it is easier for a specialist to obtain an appointment 
in the hospital than it is for a general practitioner. Within the hospital, 
increasing organization and formalization of responsibility have had a 
tendency to exclude the general practitioner from more and more fields 
of medical practice. Surgery is often completely forbidden to the general 
practitioner. In obstetrics his work is frequently limited to the normal 
delivery. Almost certainly good surgery is more likely to be done by a 
well trained surgeon than by a partially trained practitioner, but the 
absence of an over-all point of view in initiating one change after another 
may unwittingly fasten undesirable patterns upon the medical profession 
It is very important that any action taken with respect to general practice 
should not be exclusively negative in character. 

The authors did not approach this study with any theory about what 
general practice might or should be in ideal circumstances. This study 
was concerned with the present situation. As stated above, it was hoped 
that a critical examination of present practice might reveal the extent to 
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which scope, training for, and organization of practice influenced its 


conduct. 

Although general practice was selected for this investigation because 
it was considered to be an important problem, it is not the only one meriting 
attention. The fields of medical education and medical care are replete 
with unanswered questions. In fact, as this report is being completed other 
studies arising from this one have already begun. 


ll: Techniques of the Study 


A. Purpose of the Study 


i ips PURPOSE CAN BE summarized by stating that it is an attempt to 
obtain information and understanding about the problems of the 
general practitioner in the hope that his educational, training and organ 
izational needs would become clearer. This statement was, indeed, the 
explanation given to each physician who was asked to participate in the 
study. Though information and gathering of facts was necessary to its 
purpose, it was planned primarily as an analytical study. To accomplish the 
purpose stated above it was felt that the following would be necessary: 

1. Information about the general practitioners’ patients and the diseases ot 
conditions which bring them to the physicians 
Information on the background of general practitioners, their premedical 
and medical education, training and experience 
The type of care the physicians give to their patients 
Information on the organization, facilities and personnel available to aid 
the physician and their effect on his work 
Information on the city and area of the physician's practice and its medical 
activities and facilities, the specialists available, and study opportunities 


Information about a miscellaneous group of facts which might influence the 
physician or alter his work 


B. Preparation for the Study 
Preliminary observations 


Before this study was begun, extensive preliminary work had been 
completed. The senior author began this work with a series of visits to 
about 15 general practitioners, some of whom were selected initially because 
of their proximity to Chapel Hill. The later visits were extended to other 
parts of the state where geography or special conditions of practice might 
be expected to exercise an influence upon the pattern of practice. During 
these visits notes were made on each patient seen, including age, race, sex 
and the probable diagnosis. Records were kept of many facts about the 
physician that were thought to be of potential importance. These observa 
tions formed the basis for the detailed records that subsequently wer 
made for each practice included in the study. These pilot studies enabled 
the authors to decide what questions to ask, in some instances how to ask 
them, and what observations could be made in each practice. They did 
not tell which facts were important and which unimportant. The reader 
will see in subsequent sections that a wide net was cast. That the results 
were often very different from the expectations requires no apology. 
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Personnel 


Part of the very complicated nature of general practice quickly became 
apparent in the course of these observations and the characteristics of the 
persons needed to do the actual research work became clear. It was evident 
that careful observation was the only method that would produce the 
information desired. The difference between the theory of practice and 
actual performance was often very marked so that questionnaires or other 
research instruments which could be applied cheaply and easily would be 
of little value in obtaining accurate data. General practice is furthermore 
so varied that an observer with substantial clinical knowledge was manda- 
tory. In addition many of the clinical problems seen were judged to be 
in the field of internal medicine. It was also evident that a distinction 
between a well-organized office and good clinical practice would have to 
be made. For these reasons two well-trained internists were ultimately 


selected to make the majority of the observations which are detailed in 
this volume. 


Creation of the population and the sampling procedure 


It is of the utmost importance that the physicians selected for such 
a study as this should be representative. In view of the critical nature of 
the sampling process, it is described in detail in Appendix I and only a 
brief outline is given here. In making up the population the Directory 
of the North Carolina Medical Society was the principal compilation used. 
All physicians who were listed as general practitioners or were not con- 
ducting a practice limited to a specialty were included. From this popula- 
tion a representative, stratified sample was drawn by a random procedure. 
The stratification was based on the three major geographic areas of the 
state, three age groups (with physicians over 65 years excluded), urban and 
rural places of practice and the medical school attended. Because of their 
small numbers, Negro physicians were not included. It is believed that the 
physicians studied were typical of the population from which they were 
drawn. 

Among the physicians selected a number were eliminated because of 
removal from the state, limitation of practice to a specialty other than 
general practice, death or for other similar reasons. Of 107 general prac- 
titioners whose names were drawn, five were excluded because of serious 
ill health or retirement from practice. Of the 102 actively practicing physi- 
cians whose cooperation was sought, only eight refused to participate. This 
left 94 physicians, and the observations made in these practices form the 
basis for this report. 


Approaching the doctor 


Once the physician had been selected for the study, he was first 
approached through a letter of introduction.* This letter merely stated 


* This was kindly supplied by Dr. W. Reece Berryhill 
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that a study of general practice was being undertaken and that the physician 
would shortly be approached for the purpose of seeking his cooperation. 
At the time of the introductory visit to each doctor it was explained that 
a study of general practice was being undertaken to find out what its 
problems were in the hope that conclusions as to its training and organiza 
tional needs might be found. It was explained that the observer wanted 
to spend enough time with the doctor, in his office and on house calls, so 
that there would be an opportunity adequately to observe and to discuss 
the doctor's problems and work. The exact time of the observer's visit 
was arranged and the necessary details explained. 

An attempt was made to randomize the order in which the physicians 
were visited. Due to the exigencies of travel and the observers’ personal 
obligations, it was not possible to shuttle about the state completely at 
random. For this purpose doctors were grouped and arrangements made 
so that each portion of the state would be visited during different seasons 
of the year by different observers so that something very much approaching 
a random distribution was achieved. An attempt was made also in sched- 
uling these visits to use other procedures that would have a randomizing 
effect. Itineraries were laid out in such a fashion that the initial visits 
made to the doctors to explain the purpose of the study and to schedule 
the subsequent visit of the observer were sometimes made in a clockwise 
fashion, again in a counter clockwise fashion. At other times visits started 
close to Chapel Hill and extended towards the periphery of the state while 
at others they began at the periphery of the state and extended centrally. 
Visits were normally scheduled seriatim in the order of the initial approach. 
There frequently was difficulty in scheduling a physician for a given date 
and there were occasional postponements, all of which had the effect of 
upsetting these attempts at randomization to some extent. 


C. Conduct of the Study 

The study outline 

The preliminary investigation demonstrated that careful observation 
of general practice was necessary if the data needed were to be obtained. 
It was necessary for purposes of making accurate observations that a good 
sample of the variety of patients and their diseases and the challenge they 
offer to the practitioner should be seen. There was much information that 
could be obtained only from the physician. Since general practitioners 
are busy people, opportunities for discussion were often limited to brief 


periods between patients or while making home visits. It was found that 


three to three-and-a-half days of observation were usually required for the 


observer to obtain all the information sought. A very few visits were abbre 
viated and few were prolonged beyond the mode. 

An outline of the questions and the information and observations 
being sought was provided for each visit. These forms were never shown 
to the physician but were filled in during the course of the visit or at its 
conclusion. .A list of the subjects on which information was sought is given 
below and a detailed questionnaire is found in Appendix IT. 
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Name and address 

Family and community background 
ot the doctor 

Marital status 

Premedical eclucation, medical ed 
ucation, internship and residency 
Satisfaction with medical training 
Practice experience 

Present practice 

Why did he go into general prac 
tice 

Satisiaction with general practice 
Number of doctors in county 
Physical plant 

Auxiliary workers 

Laboratory 

X-ray 

Kecords 


Limitations on practice 
Consultants employed 

Practice arrangements 

Other medical positions 

Hours of work 

Hospital appointments 

bees 

Income 

Medical societies 

Journals purchased 

Postgraduate study 

Hobbies 

Civic organizations 

Civic othces 

Attitude toward detail men 

Plans tor improvement of practice 
Relations with public health de- 
partment 


16. Clinical routines 


Almost all of these items were further subdivided so the number of 
specific points on which information or observations were sought probably 
approached 200. Since some items were found to be valueless and others 
to be of great importance the details of methods are better left to the 
appropriate chapters. 


In the early part of the study the record made in each practice was 
immediately reviewed by all members of the research group to ascertain 
that the information obtained was complete. A list of definitions and 
explanatory notes had been prepared in the hope of making all observa 
tions uniform, but it was found necessary to modify or augment these 
definitions in quite a few instances, particularly at the beginning. Evidence 


will be presented later which shows that a high degree of correlation 
between the observations of the two internists was obtained. 

In addition, each physician who participated in this study was asked 
to complete a standard record form for all the patients he saw during the 
week of the visit to his practice. The record kept on each patient included 
identifying biographical data concerning age, race and sex of the patient, 
the extent of the physical examination, the laboratory work performed on 
each patient and the diagnosis. A copy is reproduced as Appendix IIL. 

Printed questionnaires were sent to the dean of each of the medical 
schools from which these 94 physicians graduated. Information was requested 
concerning the physician's undergraduate academic record, his score on 
the Medical College Aptitude Test, his relative class standing in medical 
school and internship appointment. Comments concerning factors which 
might have affected adversely or otherwise the doctor's performance while 
in medical school were invited. The questionnaire is reproduced in Ap- 


pendix IV. 


Duration of the study 


Preparation for the study began in the ‘Fall of 1952. The observations 
which constitute the basis for this report began in early July 1953 and 
were completed approximately a year later. Another two-and-a-half months 
were devoted to a series of revisits to physicians who had been seen pre- 
viously. 
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D. Differential Characterization of Practices 


Preliminary observations had been carried out in 15 general practices 
before this study began. Soon after the study itself got underway it became 
apparent that there was tremendous variation in the quality of medical 
care given in the practices visited, a much greater variation than had been 
witnessed in the preliminary study. At its very best the practice of medicine 
resembled that carried out in the medical school. At one extreme the physi 
cian obtained thorough histories and performed careful, competent physical 
examinations of each patient. The laboratory which was usually manned 
by a trained technician was used skillfully as an adiunct to the practice 
Other physicians’ performances were antipodal. These physicians prac 
ticed from their desk chairs. Histories were almost nonexistent and the 
few questions asked were often irrelevant. Patients were seldom undressed 
or laid down for examination. Abdominal examinations were performed 
with patients sitting in a chair. The lack of attention to the patient's safety 
was demonstrated by unsterile technique in performing venipunctures and 
hypodermic injections. 

This unexpected variation was of fundamental importance and the ques 
tion immediately arose of how to document it. The standards used by the 
American College of Surgeons and its successor agency for the accredita 
tion of hospitals clearly were not suitable. Several published studies that 
have dealt with the quality of medical practice have either failed to specify’ 
the methods used or have been so different that they were not applicable 
for the purpose of this study.'.?.8 


The qualitative ranking system 


In the early phase of this study, before the import of the great varia 
tion in practice performance was fully appreciated, it was customary to 
describe physicians’ practices in terms of good, fair or poor. These descrip 
tions were based upon the efforts made by the physician to arrive at a 
diagnosis and his handling of the problem once it had been identified 
The observers believed that three clear-cut levels of performance were 
distinguishable. Since the physicians were distributed on a continuum, inter 
mediate classifications were used for physicians who did not readily fall 
into the three groups. Thus the lowest performance was characterized as 
Roman numeral I, with Roman numerals II, HI and IV representing as 
cending scales to the highest, Roman numeral V. These classifications pro 
vided no evidence in support of the judgments made. An attempt was there 
fore made to remedy this deficiency, 


The quantitative ranking system 


A physician's first responsibility to his patient is to make a diagnosis 
Ihe well-tried methods for reaching this goal are by taking a history, pes 


forming a physical examination and the indicated laboratory work. These 


1. Maxover, H. B: J. of the Am. Public Health Assn., 41:°824-892 (1951) 

2. Go_pMan, F. and Granam, E.: The Quality of Medical Care Provided at the 
Labor Health Institute: The Labor Health Institute, St. Louis, Mo. (1954) 

5. Haprietp, S. J.: British Med. J., pp. 683-706, Sept. 26 (1955) 


were accordingly used as the major criteria for classifying each practice. In 
addition, observations were made as to therapeutic measures employed by a 
physician, his efforts at preventive medicine, including antenatal and well- 
child care, and the extent of his patient record system. 

Greatest importance was attached to the process of arriving at a diagnosis 
since, without a diagnosis, therapy cannot be rational. Furthermore, therapy 
is in the process of constant change, while the form of history and physical 
examination has changed very little over the years. 

Early experience indicated that many variations in performance lent 
themselves to differentiation on a purely descriptive basis. For example, 
examination of the heart in one practice might be limited to auscultation 
at the base, while in another practice it might include inspection, palpa- 
tion, percussion and careful auscultation over all valve areas. Similar 
descriptions of varying performance were designed to cover most aspects 
of patient examinations. Since different levels of performance in all situa- 
tions were not so easy to describe as in the case just cited, the attempts 
involved some trial and error with revisions being made as experience 
increased. A system weighting the descriptions was adopted with O normally 
being given for the poorest performance while weights 1, 2, etc., were given 
for progressively higher levels of performance. The sum of the weights 
given for each division of the clinical performance are as follows: 


Clinical history ....... 
Physical examination ....... 
Use of laboratory aids 

Therapy 
Preventive medicine 
Clinical records 
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The weights were deemed proportionate to the importance of each 
item in the schema of patient care with approximately 100 points allo- 
cated to the history, physical examination and laboratory investigations 
and treatment.* Details of the quantitative system are given in the next 
chapter. 


* The relative importance of the six categories observed in the quantitative index of 
performance was determined by judgment. Reasons for the judgment have been outlined 
in the foregoing section. 

After the individual scores in the six categories were observed on 88 physicians who 
could be graded, it was possible to correlate each of the six scores for all physicians with 
every other score. This resulted in a correlation matrix analogous to the type used in 
factor analysis and developed in connection with psychometric research. 

Factor analysis methods, such as proposed in the text “Multiple-Factor Analysis” by 
L. L. Thurstone, were employed to help discover the underlying order or structure in the 
set of six areas of competence observed for each physician. That is, the assumption was 
made that the correlations in this matrix were probably influenced by some primary factor 
common to all six categories. Thus, a physician's performance in each of the six categories 
might have been determined in part o the skills required only in that category and in 
part by his ability in the primary factor common to all categories. One of the purposes 
of factorial methods is to determine the extent to which each category contributes to 
this common primary factor or factors. 

For example, if the group of physicians were rated instead on six independent tests 
of gymnastic ability, the underlying structure which influenced in varying degrees the 
results on all tests might be a primary factor such as sense of balance. If sense of balance 
per se were to be predicted, combination of the scores on all six tests would obviously 
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In using tnis outline, a description of the physician's work was com 
pleted by checking the items that fitted the situation. Where the fit was 
not perfect, the most appropriate item was checked and explanations were 
added by the observers. It was not always possible to characterize the doc 
tor’s performance on each subdivision of the six main sections because it 
sometimes happened that no patient with a complaint or disease specifically 
requiring examination of a particular part was seen during the period of 
examination. In applying the weights a percentage had to be employed 
based upon the items that were observed. 


Comparison of the two ranking systems 
The use of these two systems yielded two numerical descriptions of 


the quality of each practice, the subjective, qualitative or ordinal descrip 
tion expressed as a Roman numeral (I-V) and the more concrete quantita 
tive one expressed as an Arabic numeral (1-107). However, the physician 
observer designated the quality of a practice by ordinal grade rank at the 
termination of his visit and a numerical quantitative rank was subsequently 
calculated by another member of the research group. The correlation 
coefhcient between the ordinal and the quantitative grading schemes was 
0.86, an exceedingly high correlation in view of the fact that the ordinal 
value was a discrete variable with only five possible values, whereas the other 
was spread over a range more than 20 times as great. The advantage resulting 
from this very high correlation is that the analysis of factors affecting the 
quality of practice can usually be studied in terms of either system, whichever 
is easier numerically. 

————— (cont'd) 

be better than any single test score by itself. Similarly, since the purpose here is to 
measure “over-all capacity for goodness in medical care,” if we assume that the first 
factor does, in fact, reflect this, then the relative portion of each category determined by 
this factor constitutes a weighting coefficient to combine the six categories into a new 
composite index. 

The first factor isolated by factorial methods constituted 53 per cent of the residual 
variation. Two methods were utilized for isolating the first factor, ie., the first was 
principal components of the total variance and the second was simple orthogonal! structure 
obtained by using communalities followed by rotation of the matrix. The contributions 
of each of the six categories toward the first factor, called individual loadings, were 
squared to determine the coefficients for a new composite index as follows 

Cocfhicient 


Simple orthog 
Category Principal components onal structure 
Case history ......... 0.72 0.76 
Physical examination ,.. 0.69 0.69 
Laboratory . 0.44 O18 
Therapy 4 0.48 025 
Preventive medicine . 040 0.%4 
Records h 0.44 0.28 
The two sets of coefficients pointed to the fact that case history and physical exami 
nation were the most important determinants in this first factor. The coefficients found 
in the simple orthogonal structure, in fact, were more in accord with the ones actually 
employed. If the factor analysis method were accepted as final judgment, however, the 
results indicate that case history should have had slightly more influence in the final 
index, laboratory considerably less, and preventive medicine and records somewhat more 
On the other hand, when indexes of “overall capacity for goodness” were constructed 
using the factorial weights, the resultant values were practically identical, correlationwise, 
with the judgment type of quantitative index employed in the analysis. Consequently, the 
indexes by factorial methods were used only as confirmatory evidence that the quanti 
tative index appeared to be satisfactory. 
The authors should like to thank Dr. B. J]. Winer, now at Purdue University, for the 
factor analysis of the correlation matrix 


Because the detailed quantitative outline was not in use in the early 
phase of this study, pertinent information was lacking with respect to some 
practices. It was possible to complete quantitative descriptions of some 
practices from notes made at the time of the original visit but a considerable 
number of practices had to be revisited. 


Reliability of observations 


The reliability of the observations was measured by having each of the 
two observers visit and grade seven of the physicians previously visited 
by the other. Some of the variation between the two observers in these 
14 cases might be attributed to the fact that the second series of observa- 
tions, even if performed by the same person, would show some fluctuations 
from the original observations. To measure this within-observer variation, 
each of the two observers also revisited four of his own previously visited 
physicians. Altogether this information provided eight opportunities for 
measuring the extent of within-observer variation to compare with the 
magnitude of the between-observer variations. Only in the case of the 
section describing the physical examination was the variation between 
the observers significantly greater than it was when the same observer 
repeated the visit. The within-observer variation was also found to be 
slight in the case of the physical examination. 


In half of these 14 between-observer revisits there was agreement as 
to the physician's ordinal rank grade. Among the others the divergence 
between the two observers never extended beyond the adjacent ordinal 


grade. The 14 physicians visited by the two observers were also ranked 
according to the quantitative system by each observer. The correlation 
between these total weighted scores was a high positive value indicating 
the high reliability of these measurements. This meant that the observa- 
tions of the two observers in five of the six major divisions could be pooled 
for analytical purposes without any adjustment for observer differences. 
In the case of physical examination, Observer A was consistently higher 
than Observer B. Without any knowledge as to which of the two observers 
might be more nearly correct in his judgment, the observed scores on the 
physical examination assigned by Observer A were multiplied by a figure 
less than one, whereas the corresponding scores by Observer B were mul- 
tiplied by a comparable figure greater than one so chosen that the resultant 
averages were identical. Following this adjustment for bias the scores were 
ready to be considered on the same basis as the scores in the five remaining 
areas since the within-observer variation was slight. 

In the areas of history taking and physical examination, there was close 
agreement between the independent scorings provided by the revisits of 
the two observers. The correlation coefficients were -+-0.72 and -+-0.78, 
respectively, In the four other areas in which judgments were made, there 
was close agreement but not of the same magnitude. However, in no instance 
was the difference between observers greater than that which resulted from 
two visits to the same practice by the same observer. This lower correlation 
for between-observer and within-observer scores is explained, at least in 
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part, by the fact that only one day was allotted to revisits. In this short 
period of time clinical situations providing opportunity for judgment did 
not always appear; therefore, all revisited practices could not be fully 
characterized on the quantitative scale. 


Validity of observations 


The observations recorded in this report were made almost entirely 
by two internists; three practices were visited by a third internist. In order 
to learn the actual mechanics of general practice, these physician-observers 


followed as closely as possible the cooperating physicians throughout their 


daily routines in the office, on hospital rounds and house calls. The point 
immediately arises whether a physician under such circumstances might 
attempt to alter his habitual patterns of practice in order to create a more 
favorable impression of his performance. This possibility is a real one and 
the action of such a factor cannot be excluded with certainty. Nevertheless, 
certain points militate against it. It is difficult abruptly to change estab 
lished habits and reaction patterns and even less likely that alterations 
could be consistently maintained for the three or four day period during 
which observations were carried out. As noted previously, a physician 
was not informed that assessment of the level of his performance was one 
of the objectives of this study. Although some plhiysicians grasped this 
purpose, it seems very improbable that physicians significantly altered 
their habits greatly during the period of observations; however, it is impos 
sible to gauge the extent of the possible bias. 

This study was conceived, conducted and analyzed from the viewpoint 
of internal medicine. The observers did not feel competent and made 
no effort to judge actual surgical or obstetrical techniques. However, cor 
rect diagnosis, good patient management and aseptic technique are common 
to all forms of medical practice, and it was believed that a physician's 
performance in these areas probably did not vary significantly from his 
performance otherwise. Indeed, evidence will be introduced to substantiate 
this belief. Data on the morbidity seen in general practice indicates the 
preponderance of conditions falling within the purview of general medicine 
The general practitioner normally sees unsorted, unclassified patients; his 
is the role of first line diagnostician. Therefore, emphasis on the diagnostic 
procedures commonly associated with internal medicine appears justified 
The observations of the psychiatrist who made supplementary visits to 


some of these practices will be presented separately 


Ill: Description of Clinical Practices 


A. General Results 
Results of use of the ordinal system 


p gree 94 PHysICIANs were visited, the practices of only 88 could be 
characterized for purposes of comparison. In two instances in which 
a rank could not be assigned, the physicians were employed as full-time 
industrial physicians and it was not believed that their practices could 
be adequately described within the framework of the method. In another 
two instances the patient-load of the physicians was very light, amounting 
to only one or two patients per day; this did not provide adequate oppor- 
tunity for observation. In the remaining two instances the physicians in- 
volved felt that the presence of a third person would be detrimental to the 
physician-patient relationship, and they therefore declined to permit the 
observers to make the necessary clinical observations. These two physicians 
were fully cooperative in other ways and provided much valuable informa- 
tion and material for other aspects of this study. 

The use of the qualitative or ordinal system of ranking resulted in 
the following distribution of the 88 physicians: 


Number of Physicians 7 15 27 23 16 


These qualitative ranks are based on general impressions gained by 
the observers. Ordinal or Qualitative Rank V denotes the highest order 
of performance that was observed, while Qualitative Rank I denotes the 
lowest; the intervening ranks describe performances of intermediate caliber. 

The physicians whose performances placed them in Qualitative Rank 
V were considered outstanding in nearly all respects. In obtaining clinical 
histories, these physicians carefully organized their questioning to develop 
the symptomatology surrounding the presenting complaint. Thoroughness, 
attention to detail, and the logical sequence of questions designed to explore 
functions of organ systems indicated ample medical knowledge. In per- 
forming the physical examination they were thorough and showed that they 
were using the information obtained from the history purposefully in their 
search for physical stigmata of disease. In the choice of laboratory pro- 
cedures these physicians again demonstrated the train of thought on which 
they built their evidence for diagnosis. The ease with which this train 
of thought and plan of investigation could be grasped by the observer 
was characteristic of these very good practices. With a sound diagnosis 
based on good evidence rather than supposition and intuition, the treatment 
prescribed was nearly always rational. It was possible to point out a few 
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shortcomings in the practices of most of these physicians, but these were 
generally minor and not of a fundamental nature. 

On the other hand, the physicians in Qualitative Rank 1 demonstrated 
an entirely different concept of the methods of patient care. They evinced 
almost uniformly a superficiality and lack of thoroughness in their approach 
to the clinical problems encountered in practice. In history taking, ques- 
tions were few, usually disconnected and lacking in incisiveness. These 
gave little evidence that the physician was thinking in terms of probable 
diagnoses. They were not planned or designed to explore the function 
of specific organs or physiological units. The physical examination was 
usually sketchy and it was frequently difficult to understand, in view of 
the patient's history, why one area was chosen for examination and another 
ignored. The laboratory tests performed by these physicians were few, 
often poorly performed and showed the same lack of direction. Under 
these conditions the indications for specific treatment were usually lacking 
or unclear, and the treatment rendered gave ample evidence of this uncer 
tain state of aflairs. Throughout the handling of each patient this lack 
of direction and purposefulness made it difficult for the observer to follow 
the physician's reasoning. 

In Qualitative Rank HI have been placed the physicians whose per- 
formances were clearly intermediate. These were the “average” physicians. 
A physician’s ranking in the third order did not result from averaging 
a good performance at one time with a poor performance at another. These 
doctors routinely performed at an “average” level throughout their practices. 

There was a remarkable consistency in the performance of the indi 
vidual physician. That is to say, if he scored high on history taking his 
performance in the other categories tended to be of the same order. If 
he did not perform a careful examination, it was unlikely that he would 
obtain a good history or prescribe rational treatment. 


There is no doubt concerning the real differences in performance which 
caused one physician to be placed in Qualitative Rank V while another 
was placed in Qualitative Rank III or I. These three groups stand out 
clearly without overlapping. However, the boundaries between Rank IV 
and its adjacent groups or between Rank II and its adjacent groups are 
not so sharply defined. In other words, there may be overlap between 


ranks, but this does not extend beyond one adjacent rank. Mention has 
been made of the device used to check the reliability of the observers; 
this consisted of a revisit by one principal observer to a physician pre 
viously visited and ranked by the other principal observer. In 14 such 
revisits and independent scorings the variation in scoring never amounted 
to more than one qualitative rank. This attests not only to the high degree 
of reproducibility of results between the two observers but also to the 
reality of the distinctions drawn between the practices studied 


Results of use of the quantitative system 


Table 1 depicts the results of use of the quantitative grading system 
and also compares these with the results attained by use of the previously 
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described ordinal system. The total mean quantitative score represents 
the mean percentages of the sums of the numerical weights assigned to 
the detailed descriptive items for each physician standing in the corres 
ponding qualitative rank. Use of these systems provided results which 
were in very close agreement (1 0.86) so that for all practical purposes 
either figure may be used to describe a practice. However, throughout the 
remainder of this report the five qualitative ranks have been used for 
most of the comparisons. This has been done because this system allowed 
for use of fewer figures in describing a physician or a group of physicians 
For these statistical manipulations the qualitative ranks have been weighted 
with the same number as the Roman numeral rank designation 


Use of examples 


In the following sections a number of examples are cited to provide 
graphic illustrations of the practice habits that were encountered. Many 
examples were, of course, available. The ones recounted were chosen to 
show the wide variation in professional performance which characterizes 
general practice. The presence of more examples of inadequate practice 
than of good practice is explained by the fact that departure from the 
optimum is frequently dramatic and more impressive. Many examples 
of top performance were, of course, encountered; however, these were the 
familiar, the expected, and as such, were less frequently catalogued. Also, 
this was a critical study in which an attempt was made to identify factors 
of interest to medical educators in formulating a plan of training for general 
practice. With this purpose in mind the reason for focusing on deficiencies 
should be evident. 


B. Clinical Observations 
The Medical History 


The use of a check sheet or itemized list was not feasible in describing 
a medical history. Therefore, a somewhat less convenient but workable 
method was adopted. Early histories were grouped into three qualitative 
classes. The distinctions made were valid, but it was soon realized that 
different levels of performance could be discerned within each of the broad 
categories. For instance, a group of examples of history taking might all 
be described as good, but it was apparent that some were better than 


others. Accordingly, a system of numerical weights was devised to give 

expression to the various degrees of quality. The use of numbers would 

also permit statistical calculations which were desirable and important 
The following form evolved from these considerations: 


(0-10) points were given if the history was limited to the presenting com 
plaint or the involved organ, If the history was nonexistent, the value 
was assigned 0. Questions as to periodicity duration, severity, location 
and other questions largely limited to the patient's presenting com 
plaint might raise the value to a maximum of 10 
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(11-20) ay were given for histories in an intermediate position. Histories 
nm this class indicated that the doctor was giving attention to the 
organ involved and the possible dia is and complications. Some 
questions relating to past history and the major organ systems were 
asked. The incompleteness, the lack of knowledge, and lack of inter- 


viewing skill served to distinguish histories in this class from those 
in the next higher. 


(21-30) points were given for very good history taking. Histories graded in 
this class gave evidence that the doctor was thinking in terms of the 
organ involved and the ible complications. There was evidence 
that the doctor was thinking of all possible diseases and trying to 
assess these bY his questioning. Classification in this group was limited 
to doctors who elicited some past history and who determined the 
presence or absence of symptoms in the major organ systems other 
than that involved in the presenting complaint. Skill in interviewing 
was given credit here. Clinical knowledge is necessary in history 
taking and credit was given for evidence of it. 


As a means of validating these numerical scores and of giving them 
actual substance, histories typical of those encountered in each practice 
were recorded as nearly verbatim as possible by the observer. During the 
course of the preliminary study it was found that note taking during the 
physician-patient interview was disturbing to some doctors. As a result 
the histories were recorded ai a later time, usually within a few minutes o1 
an hour. In the case of the shorter histories this time element is of little on 
no consequence. However, it seems safe to say that the longer, more com. 
plete histories probably suffered somewhat more by this delay in recording. 

In the interest of uniformity and to facilitate subsequent comparisons, 
examples of histories relating to a few specified disease categories were 
selected. These categories were upper respiratory infection, chest and 
abdominal pain, hypertension, anemia and disease of the female genital 
tract. This list was chosen somewhat arbitrarily with no pretense of com- 
pleteness; on the other hand, there were several reasons for believing it 
would serve the purposes at hand. These conditions were frequently seen. 
These subjects also cover a wide range of organs and possible disease enti- 
ties so it was reasonable to believe that problems in these categories would 
provide a challenge to the physician's clinical skill. Experience in the pilot 
study had indicated that history taking was apt to be particularly limited 
in the investigation of hypertension and anemia. Therefore, inclusion of 
these categories would be expected to allow for a more critical evaluation 
of a physician's skill in history taking. 


RESULTS AND EXAMPLES 


The following distribution of physicians was obtained when they were 
graded on history taking: 


21-30 point 8 physicians 
11-20 points 26 physicians 
0-10 points 52 physicians 


Two doctors seen in the very early phase of the study were not graded 
by this numerical system. 

In some instances the history was used skillfully to probe the nature 
of the patient’s presenting complaint. When a good history was taken the 
doctor's thinking was easy to follow. His fund of clinical knowledge and 


grasp of the importance of the history in che examination of the patient 
were usually evident. The physician whose exploration of a patient's pre- 
senting complaint gave evidence of clinical knowledge was also likely to 
complete his interrogation with a review of the past illnesses, organ systems, 
and family history. 

At the opposite extreme were found histories that gave little evidence 
of clinical knowledge or skill. In some practices the observer felt that poten- 
tially serious complaints were explored in a very superficial manner or their 
seriousness not grasped. In some instances the almost random, unrelated 
questions put to a patient indicated that the physician was, at best, not 
systematic. In some practices, clinical histories were normally so brief that 
they were manifestly unsatisfactory. 

Almost no good histories dealing with anemia or hypertension were 
observed. The former was often regarded as a disease entity rather than a 
finding which may be produced by diverse causes. Only rarely was an effort 
made to determine the cause and the possibilities were even less commonly 
explored through the medium of the history. In the case of hypertension 
the situation was similar. Historical data dealing with either the etiology 
or the effects of hypertension was only rarely obtained. Preoccupation with 
the blood pressure reading was very common. 

In a few instances the observer felt that a physician who had taken a 
good history drew the wrong conclusion from it, but this was rare 
Psychiatric histories 

Some comment on the technique of examination and therapy in regard 
to patients with emotional problems seems warranted. Most physicians 
recognized these situations in some of their patients and several physicians 
seemed psychologically prepared to make an attempt at handling them. 
However, professional preparation appeared inadequate, a fact recognized 
by most of the general practitioners. No instance of planned psychiatric 
history taking was observed during this study, though some physicians 
attempted to treat emotional problems. On some occasions the observer’ 
was excluded from the interview between the doctor and patient and it 
is, of course, impossible to assess the quality of the anamnesis obtained 
under these circumstances. A few doctors set aside special time in which 
emotionally disturbed persons were encouraged to talk or discuss their 
problems. While some physicians did not seem willing to give the patient 
the time to “talk it out,” others appeared unable to convince their patients 
of their willingness to listen. 


Clinical histories and records 


One often hears the statement that the general practitioner does not 
need to keep extensive case records, nor does he need to take a detailed 
history each time one of his patients consults him. This is said to be true 
because the general practitioner knows all of his patients and their families 
intimately. In the beginning of this study there was the inclination to 
accept this statement as a fact, and attempts were made to document it 
However, as experience was gained, doubt as to the validity of the statement 
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began to appear. It was apparent that physicians did know many of their 
patients quite well from the sociological aspect. This was more apparent 
in small towns and rural areas where personal relations are apt to be on 
a more familiar footing. For example, the doctor in such a locality was 
likely to know a patient by his first name, that he had a backward child, 
how many relatives resided in his home, that his brother was in jail, etc. 
However, it was frequently discovered that the physicians could not recall 
many medical details about their regular patients. When one physician 
was queried about a surgical scar, he was able to recall that he referred the 
patient to a medical center some months previously, but he could not 
recall what was troubling the patient at the time or what procedure was 
carried out at the time of operation. Furthermore, this physician had no 
record with which to refresh his memory as to the date or type of operative 
procedure. 

To expect a physician to remember all or even most of the facts about 
three or four thousand patients whom he has seen a variable number of 
times in the preceding year or two is to expect prodigies of memory beyond 
human capacity. When he sees patients at the rate of 25 to 50 a day, all 
pertinent details simply cannot be retained. Knowledge concerning a 
patient's socio-economic status is extremely valuable to the physician, but 
it is no substitute for an intimate acquaintance with his medical history. 
Indeed, the two should be complementary, not mutually exclusive. 


The Physical Examination 
METHODS 

When the need for detailed information to substantiate judgment about 
a physician's level of performance was recognized, a check list was adapted 
from an outline for the physical examination; the outline proposed in 
the 13th edition, 1942, of Cabot and Adams, Physical Diagnosis, page 21, 
was used for guidance. Some of the modifications incorporated in this 
form resulted from experience gained during the pilot study and the 
early portion of this study. For instance, the first category in the outline 
pertains to disrobing for examination. Inclusion of such a detail was dic- 
tated by the observation that some physicians do not require adequate 
exposure of the body parts to be examined. 

The next step in the formulation of this outline was designed to give 
expression to the varying degrees of completeness with which a physician 
might examine a particular organ or system. By the time this point in 
the study had been reached it was apparent that “examination of the eyes” 
meant different things to different physicians and that the thoroughness 
of such examination varied accordingly. Therefore, each of the 20 main 
categories was subdivided into two or more items as an aid to providing 
as complete a picture of the doctor's performance as was possible. 

Several revisions in the form were made in an effort to provide clearcut 
differentiation between the levels of performance which were observed. 
Ultimately this outline worked well and served a useful purpose in terms 
of facilitating the gathering of detailed information. Additional refine- 
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ments can be proposed. An additional item might be added to Category 
5 (examination of the nose) to indicate examination of paranasal sinuses 
by transillumination and palpation. Similarly, Category 6 (examination 
of the mouth) might well be expanded to include an item covering the 
use of a pharyngeal and laryngeal mirror. ‘These examinations were observed 
only in the latter part of the study at which time inclusion in the outline 
did not seem feasible. Other examinations were purposely excluded because 
they require no overt action on the part of the physician (for instance, 
assessment of body habitus) and therefore the physician-observer could 
make no judgment as to whether or not the examination was carried out. 


Increasing experience uncovered problems of application which required 
revisions, interpretations and decisions sometimes of an arbitrary nature. 
For instance, in the beginning of the study it was assumed that most, if 
not all, physicians performed complete physical examinations on all new 
patients and on old patients who had not been seen recently. That such 
was not the case soon became evident as did the fact that complete head 
to-toe examination was the exception rather than the rule. With these 
considerations in mind it was necessary to compromise and employ criteria 
to conform to reality. Thus it was decided that the final description on 
profile of physical examination would not reflect specifically the extent and 
thoroughness of any one physical examination performed by that doctor 
Rather, the scoring on each category reveals the quality of his performance 
in examining that single physical part, and the total score indicates pet 
formance of a hypothetical composite physical examination. Although a 


physician might rarely feel that it was necessary to perform a complete 
head-to-toe physical examination, he must of necessity perform abbreviated 


regional examinations as indicated by his patients’ presenting complaints 
Thus a high score on physical examination indicates that thorough examina 
tions of various limited regions were performed well and when indicated 
It is not believed that absence of a notation concerning the frequency 
with which a physician performed a complete head-to-toe examination 
is a serious one for these purposes; in general the physicians who made 
the most careful examination of individual organs or regions also per 
formed the largest number of complete examinations. 

The composite score for physical examination has two components 
the first is based on the thoroughness of examination of the various organs 
and regions of the body, while the second is based upon the thought and 
knowledge exhibited by the physician in selecting which organs or regions 
were most likely to be the seat of pathology in each individual case. In 
other words, once the physician has committed himself to a policy of 
incomplete examination he must then be highly selective and discrimina 
tory in the decision as to which organs and which regions will be examined 

Two points bearing upon this situation were considered by the physi 
cian-observers in their evaluation of each physician's performance. First, 
it was realized that a physician might not always examine an organ or 
region with the same degree of thoroughness. For instance, in the case 
of a patient with a “cold” the physician might not examine the patient's 
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abdomen or if he did, he might limit his examination to a very superficial 
palpation. Such an examination would ordinarily be given scant credit, 
if any. However, if he extended this routine examination to a more com 
plete and thorough palpation for tenderness, organs and masses in the 
abdomen when faced with a situation which by history or physical examina- 
tion indicated the real possibility of intra-abdominal disease, it was agreed 
that this physician should receive full credit for his better performance 
when it did not appear to be an isolated example out of line with his 
performance in other categories. The second point logically follows. It 
was considered that examination of a particular region was deserving of 
credit only if the physician “thought of it himself,” in the sense of exhibit- 
ing some clinical judgment in selecting an organ or part for examination. 
In other words, if the patient literally pointed to a specific organ or region 
as being the diseased area it required little thought or imagination on 
the part of the physician to examine this area. For instance, digital examina- 
tion of the rectum is clearly indicated by the patient who complains of 
slight rectal bleeding. One physician performed such an examination in 
such a case, but he was not given credit for performance of rectal exam- 
ination in final evaluation because subsequently in examining an elderly 
man with pyuria and complaints of nocturia and frequency, the physician 
neglected to perform a rectal examination. Such interpretations as this 
were designed to indicate whether the physician was giving some thought 
to his actions or whether he was merely going through the motions of 
doing what a patient had requested or expected. The physician-observers 
habitually made notes on the forms detailing the circumstances involved 
in these decisions. This method allowed for defense of such arbitrary actions 

Differing viewpoints and methods of interpretation by two observers 
presented some difficulty. A physician's examination of a patient is not 
amenable to exact measurement with a manometer or a caliper; it is a 
performance, the description of which must be colored by the observer's 
own feelings and experiences. This factor was recognized when the first 
attempts to evaluate performance levels were made. Intensive efforts were 
directed towards further standardization of procedure, and interpreta 
tions were made in an attempt to eliminate possible points of divergence. 
However, all differences could not be resolved and this remains one of 
the limitations of the method. 

In the following pages a more detailed discussion of the criteria used 
in arriving at these numerical and qualitative evaluations is presented with 
the results of these evaluations. The number in parentheses following each 
category heading indicates the number of physicians whose performances 
could be characterized in this fashion. The number of observations made 
varies from category to category for several reasons. In the case of some 
of the practices visited in the early part of this study before the institution 
of the outline form, information available is insufficient to permit adequate 
description. Several practices were revisited in an effort to obtain more 
information, but this was not possible in every case. In some of the smaller 
practices observations were not made in every category because no patient 
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with a complaint positively indicating a detailed examination of a given 
area presented himself during the several days of observation. The per 
centage of physicians classified in each category is given at the margin 
on the right. 

The figures presented here cannot be accepted as exact measurements; 
however, all the evidence indicates that they represent an accurate and 
reproducible estimate of the over-all quality of physical examination as 
performed in the practices visited. 


RESULTS 


Category 1. Disrobing for Examination (87 physicians) 
Examination performed with patient dressed or almost completely 
dressed 
Patient sufficiently undressed to allow easy access to parts 
being ined 


Disrobing for a physical examination is so necessary to its accomplish 
ment that it may be regarded as laboring the obvious to raise the question. 
However, early experiences indicated neglect of this prerequisite to exam 
ination in some practices. Physicians were observed attempting to perform 
auscultation of the heart or lungs through several layers of clothing or 
dropping the stethoscope chest piece down through the open neck of the 
clothing in this attempt. Similarly, several physicians failed to recognize 
the impossibility of feeling a soft, rounded liver edge through several 
layers of heavy clothing. 

Adequate illumination, preferably with daylight, is as essential to 
the performance of physical examination as is exposure of areas to be 
examined. Although no precise tabulations concerning this factor were 
made, it was noted that several physicians had failed to make provision 
for daylight. 


Category 2. Examination of the Eyes (84 physicians) 
No examination or examination limited to inspection of the 
conjunctivae 
Examination of conjunctivae with occasional determination of 
visual fields or pupillary reactions or extraocular movements 
Complete examination of visual fields and pupiliary reactions and 
extraocular movements in addition to examination of conjunctivae.... 2% 


Inspection of the conjunctivae has been mentioned as a simple method 
for estimation of the hemoglobin content of the blood. Others have com 
pared this method to the filter paper method of Tallqvist, only to condemn 
both for lack of accuracy. Inspection of the conjunctivae carried out in a 
minimum of time frequently gives significant information; however, its 
selection as the only method of examination of the eyes indicates a lack of 
discrimination and appreciation of the evidence of anatomically remote 
disease which may be found by examination of the pupils or extraocular 
movements. Nevertheless, this was the commonest extent of the examination 
of the eyes. 


Category 3. Ophthalmoscopy (85 physicians) 
Never done 


Performed occasionally 
Performed with frequency indicated by clinical conditions 
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Despite the acknowledged value of ophthaimoscopy in following the 
course of hypertensive vascular disease, the procedure was not carried 
out with the frequency that was indicated; actually, relatively few hyper- 
tensive patients were subjected to this evaluation. For instance, one elderly 
man with this disease had been under the doctor's care for several years, 
and the clinical record indicated that clouding of the sensoriurm had been 
noted on a few occasions. Yet, the eyegrounds had never been examined. 
Hypertensive disease is prevalent; however, in assessing the severity of 
the disease, it appears that the emphasis has been misplaced on deter- 
mining the height of the pressure rather than actually observing the 
evidence of vascular damage. The same criticism applies to the manage- 
ment of diabetes. Some doctors owned ophthalmoscopes but never appeared 
to use them, while a few apparently did not possess one. 

The following illustrates failure to award credit because of a glaring 
omission despite the fact that the physician usually performed well in this 
area. On the occasion of a routine prenatal visit late in pregnancy, a young 
woman complained of headache and blurring of vision. It was determined 
that her blood pressure has risen sharply, but ophthalmoscepy was not per- 
formed. This latter examination probably would have not altered the 
diagnosis, but it would have been expected to yield valuable information. 

Category 4. Examination of the Ears (85 physicians) 
Ears not examined with otoscope 14% 
Examined with otoscope only 82% 


Otoscopic examination plus hearing test: watch or whisper per- 
ception, bone vs. air conduction 4% 


Few physicians totally neglected the ears. The usual examination con- 
sisted of inspection of the external canal and the tympanic membrane. Main 
concern appeared to be with the possibility of middle ear infection. A rare 
physician examined the external ear for presence of gouty tophi, abnormal 
stiffness of the cartilage, or sought for mastoid tenderness. It is interesting 
to contrast the frequency with which the otoscope and the ophthalmoscope, 
remarkably similar instruments, were used. Only 4 per cent of physicians 
proceeded to make some test of hearing function or do differential testing 
between bone and air conduction. 


Category 5. Examination cf f the Nose (84 physicians) 
Not examined when indicat 44% 
Examined 56% 

Although respiratory disease, both infectious and allergic, usually con- 
stitutes a large segment of general practice, inspection of the nares is fre- 
quently omitted. 

One of the imperfections of this grading form is apparent in the absence 
of a subdivision of this category to allow for awarding of credit to a physi- 
cian for palpation and transillumination of the accessory nasal sinuses. 
No tabulation of the frequency of this examination was made, but review 
of records indicates that about 15 per cent of physicians made this exam- 
ination. 


Category 6. Examination of the Mouth (85 physicians) 
Inspection of the tonsils or throat only 
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Complete inspection of the mouth, tonsils, throat, teeth, 
gums and ¢ 


In some cases this examination appeared to be directed only towards 
the detection of tonsillar or pharyngeal infection. These figures indicate 
that the mouth and throat are usually fairly well examined although 
some cases the examination was very brief. At least two physicians extended 
examination of this region to include visualization of the vocal chords with 
a laryngeal mirror. 


Category 7. Examination of the Neck (84 physicians) 
Not examined 
Examination limited to submaxillary lymph nodes 
Examination includes lymph nodes, thyroid and mobility of neck 


One excellent physician demonstrated three minimally enlarged but 
palpable thyroid glands on patients coming to his office during one day 
More often, however, if thyroid enlargement was pointed out to the observer 
the gland had usually attained such size as to attract the patient's attention 
At no time was a physician noted to employ the technique of auscultation 
over the thyroid gland. Determination of the range of motion of the neck 
and palpation of the posterior cervical lymph nodes and carotid arteries 
were noted only infrequently. 


Category 8. Examination of the Lymph Nodes (74 physicians) 
Nev done 


er 
Done in 


Most physicians who examined these organs confined their efforts to 
palpation of the axillary and anterior cervical lymph nodes, neglecting 
the posterior cervical chains. Indeed, one physician made the diagnosis 
of measles in a child, but failed to search for enlargement of any lymph 
nodes. Specific examination of regional nodes draining an area of infec 
tion was seldom seen. One doctor in his initial examination of a patient 
with an infection of the foot and ascending lymphangitis made no attempt 
to palpate either popliteal or inguinal nodes. Alertness to the significance 
of lymphadenopathy as a sign of the spread of infection or intrinsic disease 
of the lymphoid and hematopoietic tissues was not widespread. 


Category 9. Examination of the Chest by Percussion (86 physicians) 
Not done 
Chest thumped perfunctorily 
Percussion over all major lobes, determination of diaphragmatic 
level, diaphragmatic mov 


Percussion of the chest is one of the examinations which has become 
symbolic of the doctor’s work. In a large number of practices this exam 
ination was omitted completely. If performed, it was sometimes limited 
to smal! areas, anteriorly or posteriorly, rarely both. Even patients with 
upper and lower respiratory infections, which were numerous in most 
practices, frequently were not examined by this method. 

Category 10. of the Chest by Tactile Fremitus (85 ' 


Not done when 
Done when indicated 
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60% 

7% 
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This method of examination was encountered even less frequently 
than was percussion of the chest. It may be argued that this method is 
infrequently productive of significant information in the absence of obvious 
pulmonary disease. However, even in the presence of complaints referable 
to the chest and lungs, this examination was rarely made. 


Category 11. Auscultation of the Chest (86 physicians) 
Not done or performed through the clothes 
of the chest auscultated (¢.g., single area, in front 


33% 
haneuttatien over all lobes with apparent care 44% 


It is evident from these figures that auscultation of the chest enjoys 
a wider usage than does examination by percussion and palpation. It has 
been argued that these time honored methods of examination under dis- 
cussion have been largely outmoded by the general availability of X-ray 
facilities. ‘That each method of examination has a definite place in medical 
practice today is incontrovertible. However, this argument is not germane 
to the present discussion since the majority of patients observed during 
the course of this study were subjected neither to radiographic nor to 
thorough physical examination of the chest. 


Category 12. Examination of the Heart (87 physicians) 
Auscultation of the base or other single area of the heart. 
Adequate auscultation of all areas pius percussion of heart 

or palpation of heart 
Good, complete examination of the heart including auscultation, 
palpation and perc 


‘The most frequent cause for failure to earn credit for a good exam- 
ination under this category was totally inadequate auscultation repre- 
sented by listening to a single area of the heart, usually at either the base 
or the apex. Although most physicians at least made some motion toward 
examining the heart by auscultation, a few neglected it altogether. On 
occasion, after attempted auscultation via the open neck of the patient's 
clothing, the physician explained to the observer that the patient would 
not be satisfied unless he went through this motion. Although physicians 
saw no indication for examination of the heart, they were prepared to 
make this small concession to the patient. 

The finer points in the technique of auscultation of the heart which 
may add immeasurably to the amount of information gained in this fashion 
were not observed during the course of this study. In an effort to accentuate 
a faint murmur, one or two physicians had a patient assume various posi- 
tions during auscultation; however, the exercising of a patient for this 
purpose was not noted. Not infrequently a physician was heard to com- 
ment on an “irregular” cardiac rhythm; however, an attempt to elucidate 
the cause and exact type of this irregularity was practically never made. 
Several physicians failed to differentiate murmurs on the basis of their 
timing in the cardiac cycle. At the other extreme some physicians dis- 
covered and identified some very faint diastolic murmurs. 


Category 13. Determination of the Blood Pressure (87 physicians) 
Systolic measurement onl 
Apparently careful systolic and diastolic measurement 
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Careful systolic and diastolic measurements together with 
examination of peripheral pulses when indicated or blood 
pressure determination in both arms. iaienialipeeses 


It was felt that if a physician carried out an examination worthy of 
inclusion in the last category it must indicate knowledge of some anomalies 
of the cardiovascular system and of the diverse etiology of hypertension 
Measurement of the blood pressure is probably the most frequently executed 
and least understood examination in general practice. After reading some 
advertisements by life insurance companies and articles in the lay press 
concerning high blood pressure a patient probably would not feel that 
he had been examined properly if this measurement was overlooked 

Category 14. Examination of the Abdomen (87 physcians) 
No examination or examination with the potient sitting or standing....16% 
Examination with the patient lying down but done in perfunctory 
with careful palpation of all examination 


for costovertebral tenderness, examination of genitals and 
palpation of inguinal rings, auscultation when Indicated.................... 


Emphasis on the necessity for having the patient in a comfortable, 
reclining, relaxed position before attempting to examine the abdomen 
should not be necessary; however, 16 per cent of physicians in this study 
either failed to instruct the patient to lie down for this examination or 
else failed to make any examination at all. Lack of appreciation of the 
relative values of different methods of examining a given organ or region 
is found in this category also; some physicians routinely listened care 
fully to peristaltic sounds in the four anatomic quadrants of the abdomen, 


yet failed to carry out adequate palpation in any quadrant 


Category 15. Neurological Examination (85 physicians) 
No neurological examination 
Examination limited to eliciting knee and ankle jerks 
Reflexes tested in all extremities. Other neurological tests 
performed when indicated—Romberg, Kernig's, Bobinski, cranial 
nerve examination, determination of strength of muscle atnticee 
sensory tests, etc 


Neurology is a highly specialized branch of medicine and few physi 
cians, save actual specialists, feel very competent in this area. In spite of 
this, performance of an adequate screening examination for neurological 
disease should unquestionably be a part of a general physical examina 
tion. One might not expect to find a high incidence of isolated intrinsic 
neurological disease in general practice. However, disease of the vascular 
tree within the cranium and its attendant neurological sequelae are quite 
prevalent. 

It is noteworthy that a portion of this study was conducted during a 
mild epidemic of poliomyelitis; even when the question of this disease 
arose, examination for muscle weakness or reflex changes was apt to be 
sketchy. 

Category 16. Examination of the Extremities (84 physicians) 


No examination 
Adequate inspection, palpation and testing of motion 


Most often, the extremities were overlooked altogether; next in fre 
quency was squeezing of an ankle in search of edema Palpation of pulses 
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was uncommon and a search for calf tenderness or restricted range of motion 
was rarely seen. 


Category 17. Rectal Examination (86 physicians) 
Not usually done = 83% 
Done 17% 


Medical students are generally taught to perform digital examination 
of the rectum on the female to complement the bimanual examination 
of the pelvis and also to search for disease intrinsic to the rectum. In the 
next category it will be noted that the pelvic examination was carried 
out with much higher frequency than the rectal examination. Less than 
10 physicians were observed to complete the examination of the vagina 
and pelvis and then make a digital examination of the rectum on the 
same patient. A few pliysicians used the proctoscope in order to complete 
examination of the rectum and extra credit in Category 20 has been 
awarded these physicians. 


Category 18. Vaginal Examination (34 physicians) 
Not usually done 64% 
Bimanual examination including visualization of cervix through 
speculum 21% 
Examination performed carefully, thoroughly and including indicated 


diagnostic measures such as vaginal smears, vicina smears, 
biopsies 14% 


Here is an example where credit was withheld in evaluation of per- 
formance because of failure to make an examination in the presence of 
indications therefor. One physician had hospitalized a young Negro woman 
who gave a story of gradual onset of progressive pain in the lower abdomen 
with fever, chills and leucorrhea. Examination revealed that the patient 
had fever and marked tenderness over both lower quadrants of the abdo- 
men. Treatment for infection had been instituted but bimanual exam- 
ination of the pelvis had not been performed. At the other extreme, one 
physician who practiced very good medicine attempted to do pelvic and 
rectal examinations routinely on all new patients consulting him for the 
first time. Occasionally, at the patient’s request, he deferred examination 
until a subsequent visit. In other practices similar comment regarding 
patients’ disapproval of this examination was heard. However, in some 
instances this implied or expressed disapproval on the part of the patient 
had been accepted by the physician as adequate reason for not performing 
the examination on many patients. 


Category 19. Examination of the Breasts (78 ces cnsmnaall 
Not routinely ex 


Examined as part of the general physical examination... 


Examination of the breasts of female patients is a simple, rapid pro- 
cedure which one might expect to be extremely popular in view of the 
considerable publicity given to breast cancer at the present time. Rather 
few physicians routinely examined the breasts and only rarely was a 
patient given instruction in self examination. 


Category 20. Special Credit 


A few physicians extended the scope of the physical examination beyond 
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the limits considered minimal for routine screening purposes and carried 
out additional examinations in some instances. It was felt that these 
physicians should be given added credit for this level of performance. For 
instance, if a physician used a proctoscope or exhibited unusual skill or 
diligence in physical examination, this was noted. Eighty-nine per cent 
of physicians failed to obtain any extra credit under this category. Nine 
per cent received credit for a single procedure and one per cent received 
credit for two special procedures. As can be seen, this category was set up 
simply as a bonus section to reward physicians who were considered out 
standing in their performances of the physical examination. Six physicians 
used the proctoscope, two physicians received credit for detecting minimal, 
though significant, diastolic heart murmurs, while one physician received 
credit for repeated, carefully planned pelvic examinations of his patients 
during pregnancy. 
Use of Laboratory Aids 

METHODS OF STUDY 


A group of 17 specific items and one miscellaneous category were 
chosen to form the basis for description of a physician's use of laboratory 
aids to diagnosis. This group of items comprises some of the simple, readily 
performed tests on samples of blood and urine as well as other technically 
more difficult laboratory procedures, including the use of an X-ray machine. 
The list is not intended to be inclusive nor should it be inferred that the 
authors recommend this list as a complete battery for use in office diagnosis 
Inclusion of a test in this list implies that it is a common, readily pet 


formed test of real value; that the need for such a test was frequently 
encountered; or that experience in the pilot study indicated that such 
tests are frequently used. Other tests were added in the belief that they 
would provide criteria for judging a physician's diagnostic ability and 
discrimination. Each of the 17 specific items was in turn subdivided either 
once or twice. This convention was adopted to differentiate finer levels 


of performance of actual test procedures, as well as to provide for an 
indication of the knowledge and discrimination exhibited by a physician 
in choosing a particular test or procedure. 

After formulation of this outline with its 17 items and their subdivi 
sions, a system of numerical weighting was applied in a fashion similar 
to that described in previous sections. 

Skillful use of laboratory aids to diagnosis involves clinical judgment 
as well as careful technique in carrying out the procedure. The final profile 
or sum of the numerical weights of the items in this section signifies the 
extent of the use of laboratory procedures by a physician as well as his 
knowledge of when and how to use those tests. 

In weighting the descriptive sequences relating to the items in the 
outline, referral of the patient by the physician to a commercial or hos 
pital laboratory for a certain test procedure was given the same weight 
as careful performance of the test by the physician in his office. This deci; 
sion was based upon the belief that referral for laboratory work upon 
sound indication showed knowledge and discrimination on the part of 


the physician and the advantage to the patient was the same, regardless 
of where the test was performed. During the period of observation, indica- 
tions for some tests often were not seen and in these circumstances credit 
was given if the doctor stated that they were usually performed. 

In the actual use of this system of descriptive sequences, problems 
similar to those met in evaluation of the physical examination were en- 
countered, Inconsistency or variability of performance on the part of the 
physician in question was again a problem. Different interpretations of 
performance might be made by separate observers. These problems were 
recognized and dealt with insofar as possible, as recorded in a previous 
section of this report. 

The results of this evaluation both in descriptive terms and in terms 
of numerical weights follow with illustrative examples. The total number 
of practices described by each item varies due to lack of available data in 
some instances. The reasons for this lack have been detailed in a previous 
section. 


RESULTS 


Category 1. Urinalysis (88 doctors) 
Not done or rarely do 
Frequent examinations for albumin, a cand sediment 
ay oe collected urine samples with adequate centrifugation, 
given to such items as ific gravity, color, etc., 
and proper use of reagents, in addition to examination for 
albumin, sugar and of sediment 13% 


A few doctors rarely examined the urine while others did not examine 
it with the frequency indicated by the clinical situation. Actual performance 
of urinalysis was frequently improperly carried out; the commonest error 
was failure to examine the sediment or failure to centrifuge the specimen 
to obtain the sediment. The specific gravity of the urine was rarely deter- 
mined; the pH, hardly ever. Another prevalent deficiency was the failure 
of the physician to insist on fresh, clean-voided specimens. The erroneous 
assumption that all white blood cells found in the urine originate in the 
urinary tract was noted frequently. On this basis, many women were 
treated for “cystitis,” and no attention was paid a leucorrhea which so 
readily contaminates the specimen unless the bladder is catheterized. 


Category 2. Hemoglobin Determinations (86 doctors) 
No determination or determination by Tallqvist method only............ 26% 
Use of Sahii or other simple colorimeter methods.................................56% 
Skilled use of hemoglobin determination as screening procedure, 
accurate method such as photoelectric colorimeter or carefully 
done Sahii method 18% 


The hemoglobin determination has become so commonplace that 
patients frequently come to the doctor “just to get my hemoglobin checked.” 
Three of the doctors made no hemoglobin determinations during the 
observer's visit, although such testing seemed eminently appropriate in 
several instances. Several doctors using the filter-paper method explained 
that they had checked their results against various other procedures and 
found them sufficiently close to justify use of the simpler procedure. 
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Category 3. White Blood Celi Count (85 doctors) 
Not done 


5% 
Done as usual procedure when indicated 55% 


Some doctors did not have the equipment for performing this test 
while others, possessing the requisite apparatus, were not noted to use 
it. Two doctors made this determination on all patients with upper respira- 
tory infections in an effort to differentiate bacterial from viral infections. 
However, the routine use of this test or even its employment under specific 
indications was much less common than the clinical situations required. 

Category 4. Blood Smears and Differential Blood Counts (86 doctors) 


Not done 48% 
Done 52% 


Treatment for anemia is common in general practice, and study of 
erythrocyte morphology should be an integral part of the investigation of 
anemia; yet this was not the case. Examination of the blood smear and 
a total leucocyte count are often considered as a unit, and the results of 
this study suggest that most doctors combine these examinations as a rule. 


Category 5. Stool Examination (88 doctors) 
Not examined. 66% 


Examination for parasites, ova or occult blood, or bacteriological 
culture when indicated 34% 


The stool specimen usually obtained at the time of digital examina- 
tion of the rectum is generally adequate for tests for the presence of occult 
blood and for microscopic examination. It is interesting to note that the 
number of physicians who performed some examination of the stool or 
who had such examination made by someone else (usually state health 
department) was greater than the number who carried out digital exam- 
ination of the rectum. 

Category 6. Examination of Cerebro-spinal Fluid (62 doctors) 


Done 85% 


This item was of particular interest because this study was initiated 
during an epidemic of poliomyelitis. The results indicate that general 
practitioners fully appreciate the role of this examination in confirming 
the diagnosis of this and other diseases affecting the central nervous system 
Here again it is interesting to note the wide disparity between the number 
of physicians who make this examination (85 per cent of those described) 
and the number who specifically search for signs of neurological disease 
as part of the physical examination (29 per cent). 

Category 7. Red Blood Cell Count (76 doctors) 


Not done 
47%. 


The red-cell count was included in this section because of the frequency 
with which its use in practice was observed during the early part of the 
study. This procedure with its large inherent error even in experienced 
hands under standardized conditions probably has little place in a busy 
practitioner's office, and indeed few physicians actually performed the test 
without the assistance of trained laboratory personnel. It appears probable 


that this test would be used to a greater extent if more physicians carried 
the investigation of anemia beyond determination of the hemoglobin 
content of the blood. 


Category 8. Bacteriology (88 doctors) 
Not done 
Gram stained smears of exudate made 33% 
Smears done as well as some cultu : 9% 


The bacteriological work most frequently encountered consisted of 
examination of stained smears of urethral discharge and tonsillar exudate. 
Less commonly, doctors obtained cultures of blood, urine, feces or pharyn- 
geal exudate. 

Although cultures for identification of offending microorganisms re- 
quire more elaborate equipment and technical training than can realistically 
be expected on the part of the busy practitioner, examination of a stained 
smear of an exudate may yield a great deal of information at the expense 
of little time or money. 


Category 9. Sickling Preparations (59 doctors) 
Not done 
Done 


Although sickle-cell anemia is not a common disease, awareness that 
its hemolytic crises may mimic other diseases is desirable where there is 
a large Negro population. The fact that so few doctors make this test is 
probably just another indication that anemias often are not thoroughly 


investigated in general practice. 


Category 10. X-ray (85 doctors) 
No radiographic work performed and patients not referred for 
these procedures; or improper, careless use including attempts 
at procedures beyond doctor's skill and training. 18% 
Does own X-ray studies well or refers patients for studies upon 
proper indication 82% 


Adequate medical care cannot be rendered without recourse to the use 
of this specialized technique. This is not to imply that every general 
practitioner must possess and operate his own X-ray machine; doctors were 
given credit under this category if they referred patients with proper indi- 
cations to another physician apparently skilled in the use of this technique. 
Most practitioners who performed their own radiographic work limited 
it to simpler procedures such as films of the chest or long bones. Two 
frequently noted shortcomings were examination for bone fractures by 
fluoroscopy alone and failure to allow time for accommodation for night 
vision prior to using the fluoroscope. There is clearly great need for more 
training for physicians using X-ray and fluoroscopic equipment. 


c ry 11. Blood Chemistry 

1. Determination of blood sugar (65 doctors) 
Not done 
Witkerson-Heftmann screening test used 
Standard test performed 

2. Determination of blood urea nitrogen or blood non-protein nitrogen 
(57 doctors) 
Done 


= 
. 7% 
78% 
71% 
56 


Several doctors whose laboratories were equipped with photoelectri¢ 
colorimeters could perform these tests in their othces. Most, however, referred 
patients to the local hospital or commercial clinical laboratory for them 
In general, if a doctor did not receive credit for determining the blood 
sugar, it was because he failed to utilize this test as a guide to the treat 
ment of diabetic patients. 


Category 12. Use of Electrocardiograph (EKG) and/or Determination 
of Basal Metabolic Rate (BMR) (59 doctors) 


Not done or not done skillfully or not used when indicated.................... 
Dene competently and interpreted correctly, used for patients 
with indications 


This category was included principally to permit awarding of credit 
to those physicians who made use of these tools in extending their own 
diagnostic horizons. Just as in other instances in this section, a physician 
was given credit for use of these procedures if he performed them well 
himself or if he referred patients to other physicians or laboratories for 
testing. 

The majority of the observations in this category relate to use of the 
EKG. Although several doctors owned machines for determining the BMR, 
they were rarely used and few patients were tested by this technique. In 
regard to use of the EKG, the two principal shortcomings were failure 
to obtain tracings in the presence of known or presumptive heart disease 
and grossly inaccurate interpretation of tracings. Some physicians were 
satisfied with four-lead tracings; others were unskilled in actual operation 
of their machines. 


Beter 13. Serology 

steretestion of presence of Rh antibodies (Rh typing) (72 doctors) 
36% 
64% 


It was assumed that all hospital laboratories make this determination 
prior to administration of blood transfusions; so these observations apply 
to use of the test upon the specific instigation of the physician. The test 
is readily performed in the physician's office and many did this routinely 
on the first prenatal visit. Others did not feel the information yielded by 
the test to be vital and delayed performance of the test until the second 
or even third uncomplicated pregnancy. A few made this determination 
only if the patient gave a history of previous complicated pregnancy. 

2. Serological Test for Syphilis (76 doctors) 


Not done or done only pregeant women 
Done as a general diagnostic procedure 


It is perhaps no longer true that the possibility of syphilis must be 
entertained in the differential diagnosis of every relatively obscure clinical 
problem. However, this disease is still no respector of persons, and it con- 
tinues to appear in unexpected places. The Public Health Laws of the 


State of North Carolina require performance of a serological test for syphilis 
before marriage and during the course of antenatal care. The reason for 
inclusion of the category was to determine the frequency of use of the 


52% 
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test in situations other than those covered by law. 

In every case, the blood sample for the test was sent to a state health 
department laboratory, a hospital, or other clinical laboratories approved 
for such testing. When the test was used as a general diagnostic measure, 
this was most apt to be done in the case of neurological or skin disease. 


Category 14. Biopsy or Cytologic Smears for Cancer (69 doctors) 
Not done 44% 
Done 56% 


The widespread availability of microscopic diagnosis of biopsy speci- 
mens and smears of body secretions and exudates has increased the responsi- 
bility of the general practitioner in the early detection of malignant lesions. 
Actually, however, rather few doctors were noted to secure the necessary 
specimens in their offices; the majority referred patients to surgeons for 
biopsies and few used cytological smear techniques. 


Category 15. Tuberculin Skin Test (55 doctors) 
Never done 
Done 


Category 16. Special Credit (88 doctors) 
No extra laboratory pr 
One extra laboratory proced 
Two extra laboratory 
Three or more extra laboratory procedures 


TYPE OF PROCEDURE PERFORMED: 

Liver function tests (including BSP, cephalin flocculation, serum 

roteins and A/G ratio, serum cholesterol, urine urobilino 
Kidney function tests (including PSP, urine concentration test 
Gastric analysi 
Vital capacity 
Exercise tolerance with EKG 
Autopsies 
Glucose tolerance test 
Sternal punctu 
Circulation time. 
Serum amyl 


As stated previously, the list of laboratory tests utilized in this outline 
was not designed to be inclusive; it was intended to provide a measure of 
the general practitioner's use of these aids to diagnosis. As was to be 
expected, some doctors used additional laboratory tests not listed in the 
outline. In order to complete the picture of the use of laboratory aids in 
general practice, recognition had to be given for use of these additional 
procedures. The category entitled “Special Credit” was devised for this 
purpose. 

Category 17. Sterile Technique (88 doctors) 
Showed evidence of breaks in technique, Inadequate sterilization of 
skin or instruments with alcohol or merthiolate, use of 
unsterilized syringes, needles or stylettes 43% 
Adequate boiling (15-30 minutes) or autoclaving of syringes, 
needles or stylett 57% 

The principal emphasis of this category was on apparent awareness 
by the physician of the dangers and mode of transmission of homologous 
serum jaundice. However, other gross breaks in technique were also given 
consideration. The improper practice of using an unsterile instrument 
for acupuncture was observed. The same instrument was sometimes used 
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repeatedly for successive patients, and inadequate sterilization was done 
between each use. An occasional physician used sterile instruments with 
unwashed hands while others failed to wash their hands after obvious 
or presumptive contamination. Nonetheless, the majority of physicians 
exercised greater care than this. 


Therapy 


METHODS OF STUDY 


The general outline plan utilized for collection of data in previous 
sections of this report was extended and modified for use in detailing the 
adjudged value of therapeutic measures employed by individual general 
practitioners. A list comprising seven categories representing situations o1 
conditions calling for therapeutic measures of varying specificity was com 
piled. Six of these categories pertain to specific disease states and the 
seventh pertains to the general use of medications. The six disease cate 
gories selected for the purpose of this study were: upper respiratory infec 
tion, anemia, obesity, emotional problems, hypertension and congestive 
heart failure. Inclusion of a particular altered physiological state in this 
list is of no significance in itself; of the manifold possibilities available, 
these six were chosen because they are common situations frequently en- 
countered in practice. A diagnosis of these abnormal states is usually not 
difhcult; it was believed that these situations would pose a test for the 
amount of thought and deliberation employed by a physician in his use 
of therapeutic measures. In some cases there is room for honest difference 
of opinion concerning details of treatment; however, there is general agree 
ment on the fundamentals involved. 

Information concerning the physician's knowledge of the use of anti 
biotics was obtained by observing the way he treated upper respiratory 
infections. His knowledge of psychiatry and supportive techniques was 
assessed by noting his method of managing the obese and emotionally 
disturbed patient. Patients with hypertension provided a test of his investi 
gative technique as well as his knowledge of practical therapeutic measures 
Sound knowledge of pathologic physiology and of fundamentals of pharma 
cology are needed for intelligent handling of the patient with congestive 
heart failure. 

Evaluation of a physician's work in terms of the therapeutic measures 
he employed was predicated largely upon the assumption that a correct 
diagnosis had been made. Quite obviously intelligent treatment of a sick 
person is founded upon correct diagnosis and, whenever possible, deter 
mination of etiology. There is no treatment for “anemia” for this is not 
a disease; rational therapy can be instituted only after determination of 
the cause. Therefore the evaluation of a physician's therapeutic endeavors 
of necessity also involved some assessment of his diagnostic acumen 

Each of the seven categories in this section was subdivided so as to 
delineate two or three levels of performance. As detailed previously, a 
physician's performance was first described qualitatively and then numerical 
weights were assigned to these descriptive terms. The sum of these weights 
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provides a single numerical description of the performance observed. Some 
of the problems involved in the use of this scheme have been related in 
detail in previous sections. 


RESULTS 


Category 1. Upper Respiratory Infections (87 physicians) 
Antibiotics given indiscriminately to all patients or to most patients....67°% 
Attempts made to separate viral and bacteria! infections for 
purposes of therapy 33% 


The question of which patient with respiratory infection should be 
treated with antibiotics has not been solved realistically for the practicing 
physician. Ideally, of course, treatment should be prescribed only after 
attempts at isolation of the offending organism; unfortunately, lack of 
facilities often prevents such control. This is one factor which results in 
the indiscriminate use of antibiotics. 

Many physicians did not really understand the values and limitations 
of these drugs. For instance, the belief that antibiotics are effective in 
treating the common cold was found to be widespread. Other physicians 
used these drugs in treating colds on the assumption that they are harmless 
or might prevent complications. The demand by the patient or his family 
for a “shot of penicillin” obviously increased the pressure on the physician. 

A common finding was the automatic association in the physician's 
mind between fever or a cold and penicillin. This was manifested by the 
immediate preparation of an injection of penicillin upon learning that 
the patient had a fever; this decision was frequently reached before the 
patient had been examined. Penicillin was the most popular antibiotic 
used. However, it was often given as a single injection of a soluble prepara- 
tion with no plan to continue treatment for a realistic period of time. 

Some physicians made an effort to differentiate between viral and 
bacterial respiratory infections. Although these efforts frequently involved 
the use of imperfect criteria, they were indicative of the physician's knowl 
edge concerning the ineffectiveness of antibiotics against viral infections. 
The fact that some attempt was made is commendable. 

Category 2. Treatment of Anemia (72 physicians) 


“Shot-gun’ preparations used alway 85% 
Therapy related to type of anemia 15% 


The majority of physicians failed to make a definitive diagnosis in the 
case of anemia. Low hemoglobin content of the blood was accepted as 
a disease entity, not as a laboratory finding calling for further investiga- 
tion. A few physicians demonstrated a firmer grasp of the situation and 
attempted to elucidate the cause of anemia by making careful blood studies, 
X-ray examination of the gastro-intestinal tract, measurement of gastric 
acidity and other tests. 

Treatment of anemia was rarely selective and definitive; that most 
frequently employed was one of several proprietary multivitamin and 
mineral compounds containing, in addition, various biologic anti-anemia 
principles. A few physicians indicated a preference for single iron com- 
pounds, vitamins alone or blood transfusion. The deluge of advertising 
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matter undoubtedly influences the physician's choice of therapeutic agents; 
one pharmaceutical firm advances its product as being curative for all 
treatable anemias except those due to acute blood loss. This is certainly 
an attractive proposition to the busy practitioner. Use of these preparations 
is, of course, helpful in many situations, but it may aggravate others and 
frequently puts the patient to unnecessary expense. 


Category 3. Obesity (76 physicians) 
Failure to recognize as a clinical problem, dietary advice 
inadequate 


Recognized as a clinical problem, treated by adequate dietary 
explanation and support of morale 


Treatment of the obese patient is difficult even under the most auspicious 
circumstances of a high degree of motivation on the part of both physician 
and patient. It is well recognized that therapeutic efforts at weight reduc- 
tion must involve strong emotional support as well as dietary control if 
success is to be achieved. A common finding was that physicians did not 
recognize obesity as a clinical problem unless the patient mentioned it; 
even then it might be neglected. Examples were found where patients 
with diabetes or hypertension specifically asked the doctor about the rela 
tionship between these diseases and obesity, only to be assured by the 
doctor that none existed. Other physicians recognized the problem but 
failed to provide adequate management. The usual treatment consisted 
of an appetite-depressant drug and a general admonition to reduce intake 
of starches and fats. On the other hand, some physicians provided these 
patients with a lucid explanation of the principles of dieting, a detailed 
diet list and needed emotional support. 


Category 4. Emotional Problems (83 physicians) 
Emotional problems not recognized generally and no treatment 
or unski treatment administered 
Emotional problems recognized but treatment not undertaken 
or not skillful or given for somatic complaints only.............................. 
Emotional problems recognized and treated with sufficient 
competence to demonstrate grasp of treatment methods 


Emotional problems appear to constitute an enigma for the practicing 
physician; many physicians completely failed to recognize these problems 
in their practices. Others, while recognizing the problems, were either indif 
ferent to them or appeared to be made uncomfortable by patients with 
such problems. References to malingering, hypochondriacs, “problem pa- 
tients” or “getting them out of the office quickly” were frequently heard, 
all indicating that some physicians were not prepared to deal sympathetically 
with these patients. 

In actual practice, management of such patients usually involved an 
extended search for organic disease or repeated prescriptions for a variety 
of drugs, principally vitamins, iron preparations, antacids, sex hormones 
and antispasmodics. A few doctors recognized emotional problems and 
referred the patients. Many more physicians expressed a willingness to 
refer more patients if psychiatric care for the mildly maladjusted patient 
were more generally available. A rather small number of physicians appeared 
to be making an attempt to help these patients by affording opportunity 
for ventilation through repeated visits and interviews. 
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279% 
54% 
17% 


Symptomatic medical therapy employing drugs and treatments may 
have value in this regard. Certainly it appeared that many patients with 
vague symptoms probably resulting from emotional maladjustment felt 
better and were satisfied by the physician's care; repeated visits with 
protestations of good-will and without antagonism are interpreted as 
satisfaction with the doctor's efforts. Quite a few physicians recognized the 
relationship between stressful situations and patients’ symptoms, but stated 
that their formal training had not prepared them to cope with these 
problems. Probably, the sympathetic physician provides more emotional 
support than he realizes. 


Dr. R. W. Howell, Professor of Mental Health, School of Public Health 
University of North Carolina, who visited a variety of practices, stated the 
following with vespect to emotional disease: “History taking was poor... but 
probing into possible emotional factors made up a large portion of the pro- 
fessionally oriented conversation between doctor and patient. 

“The desirable response in the great majority of patients seems a result 
which can best be explained by the value of the supporting effects of the doctor- 
patient relationship. Generally, the patients were very satisfied with their doctor 
and praised him openly.” He further noted the lack of technical preparation 
for dealing with emotional problems among most of these physicians. As an 
example, he stated that the common practice of treating pregnancy as a some- 
what humorous situation might well increase a mother’s difficulties in adjusting 
to an unplanned and sometimes unwanted pregnancy 


Category 5. Hypertension (82 physicians) 

Assessment o oe eae disease poor or limited to blood 
pressure determination only. Management not skilled, neglect of 
simple therapeutic procedures such as weight reduction, rest and 
salt restriction. Drugs poorly selected or administration unskilled....57% 

Treatment of hypertension included assessment of arterial disease 
as evidenced by adequate examination of eye grounds, urine, 
blood pressure, heart and search for edema. Mana 
included weight reduction, care in selection and supervision of 
treatment (sedatives, anti-hypertensive drugs, low salt diet, rest 
and reassurance) 43% 


The analogy between hypertension and anemia has been drawn pre 
viously; both are findings which may be produced by many diverse causes, 
but the analogy does not end there. Just as most general practitioners 
treated anemia as a disease, they also failed to give consideration to the 
etiology of hypertension. The concept of hypertension as a generalized 
disease was not much in evidence. Also, little or no effort was made to 
determine if the patient had a sustained or transient elevation of blood 
pressure. The diagnosis of hypertension was usually made solely on the 
basis of finding an elevated pressure reading, frequently in one arm and 
of low magnitude. 

Treatment usually consisted of a single antihypertensive drug. Little 
attention was paid to ancillary measures such as weight reduction and 
restriction of sodium intake. This seemed to indicate lack of understanding 
of the problem of hypertensive vascular disease as a whole. Physicians 
employing the newer antihypertensive drugs frequently did not exhibit 
a thorough knowledge of the values, limitations and proper methods of 
administration of these drugs. For instance, if the patient failed to respond 
with a lowering of blood pressure to a drug given in one dosage form, 
the physician usually changed to another drug rather than adjusting the 
dose of the original preparation or adding another in combination. Quite 


a few physicians confined their treatment of hypertension to prescription 
of proprietary compounds usually containing vitamins, a mild sedative and 
a mild spasmolytic agent. The basic defect in treatment resolved itself 
into a lack of understanding of the problem as a whole and of the methods 
eflective in combating the problem. 


Category 6. Congestive Heart Failure (44 physicians) 

Digitalis, quinidine, mercurials not used with proper indications, 

salt restriction not accompanied by adequate dietary explana- 

tion, management aot skilled, no attention to weight reduction........39% 
Intermediate skill 36% 
Skilled used of digitalis in adequate amounts, skilled use of 

mercurial diuretics, quinidine, use of low salt diet with 

adequate explanation thereof, management good 


A few doctors gave evidence that they possessed the knowledge and 
skills necessary for successful management of the patient with congestive 
heart failure. Inability to make the correct diagnosis or lack of concerted 
effort to determine the causative factors producing congestive heart failure 
were again in evidence. It was previously noted that many physicians made 
no effort to describe heart murmurs in terms of their timing, intensity, o1 
probable causation. Irregularities in cardiac rhythm were treated similarly. 
The justly outmoded terms “myocarditis” and “fat around the heart” were 
still heard. 

Several physicians in treating heart failure appeared to place too much 
reliance on digitalis alone without individualizing the dose of this drug to 
fit the patient's needs and without giving sufficient thought and emphasis 
to other measures. Small doses of tincture of digitalis were occasionally 
prescribed as a “tonic” for “weak heart” or for the dyspneic patient. The 
values and limitations of the mercurial diuretics and the role of sodium 
restriction were poorly understood. 

Other physicians demonstrated an adequate grasp of the fundamentals 
of cardiac therapy. They individualized the dosage of drugs and under 
stood the principle of potentiating one drug with another. They also 
utilized the patient's weight, determination of circulation time and respira 
tory vital capacity as aids to diagnosis and management. 

Patients with congestive heart failure were not found in great abundanc: 
in the practices visited. It can hardly be denied that practice and experi 
ence are necessary to the development of skill in routine handling of such 
patients; this may contribute to the inadequacy of the management ex 
hibited by some physicians. 


Category 7. Ccreful Use of Potentially Dangerous Medications 
(67 physicians) 
Doctor made no effort to avoid drug reactions or complications........46% 
Doctor showed awareness of possible toxicity from a medication. 
He inquired about previous penicillin injections and reactions. 
He provided proper supervision and advice to paticnts receiving 
drugs such os Butarzolidin, propyithiouracil, ACTH or cortisone 


The increased number of potent and relatively specific medications 


available today has placed an increased responsibility upon the physician 
to make a correct diagnosis so that these drugs may be employed in the 
most efficacious manner. The use of a potentially dangerous medication 


1% 


is justified only in the face of a grave clinical situation involving greater 
threat to life than does the medication. The use of such drugs obviously 
depends upon making the correct diagnosis; otherwise, their use in the 
absence of clear-cut need is indefensible. 

Most physicians demonstrated awareness of the contraindications and 
of the toxic manifestations of the majority of drugs which they used com- 
monly. Use of the adrenal steroid hormones was not widespread, and 
several doctors expressed the belief that the dangers of toxicity outweighed 
their clinical value. The indiscriminate use of antibiotics has been described 
previously; most physicians appeared to be aware of possible toxic reactions. 
Phenylbutazone was used sparingly with apparently full realization of its 
potential toxicity. 

Use of tetanus antitoxin without prior testing for sensitivity was en 
countered, Sex hormones were sometimes used too freely. The impression 
was gained that narcotics were used more freely than necessary, but this 
could not be documented. As noted previously, blood transfusions were 
occasionally used without clear-cut evidence of need. 


Preventive Medicine 
METHODS OF STUDY 


Many possible items upon which evaluation of a physician’s work in 
preventive medicine might be based suggested themselves but were dis- 
carded for a number of reasons. For instance, the care of the diabetic 
patient presents almost unlimited scope for a physician's efforts in fore- 
stalling the degenerative complications which are part and parcel of this 
disease. However, experience in the pilot study and in the early part of 
the present study gave indication that diabetes does not form a very large 
segment of the morbidity encountered in general practice. The annual 
physical examination of the symptomless patient provides another area 
for intensive efforts at preventive medicine. Again, early experience indi- 
cated that this practice is rarely carried out. Eventually it was decided 
that observation of a physician's routines for antenatal and well-child 
care, while not inclusive, would serve quite well for the purposes at hand. 
This decision was based largely on the high incidence of obstetric and 
pediatric care which had been observed in general practice. Also, there 
were authoritative, accepted standards to serve as a guide for this evalua- 
tion. It was believed that the majority of physicians had been thoroughly 
exposed to the principles of antenatal and well-child care during medical 
school and subsequent internship. 


RESULTS 


c ory 1. Antenatal Care 

a. Initial antenatal visit (71 physicians) 

P nce of physical examination including examination of eye 
grounds, careful pelvic examination with attention to internal meas- 
urements, determination of Rh type, STS and hemoglobin level with 
omission of no more than one procedure 38% 

Omission of not over 2 procedures. 35% 

Omission of 3 or more procedures 27% 


b. Subsequent antenatal visits (71 physicians) 
At par visit weight and urine were examined and the uterus palpated 


later in pregnancy auscultation of the fetal heart was car- 
ried out 66% 


Omission of any one of the above procedures 34% 


c. Schedule of antenatal visits (72 physicians) 

The doctor had a schedule of prenatal visits including a post-partum 
visit approximating that recommended by the American Committee 
on Maternal Welfare! and the doctor made an effort to convince 

patient of the necessity for such visits. 87 

The doctor had no schedule of prenatal visits, omitted post-partum 
exams, made no effort to have the patient make prenatal visits 
regularly or attend for post-partum check 13% 


No effort was made to evaluate a physician's performance in regard 
to the actual mechanical skills of obstetrics because that is not, strictly 
speaking, within the purview of preventive medicine. In addition, the 


physician-observers were internists relatively untrained in obstetrical manip 
ulations. 


Under the section headed “initial antenatal visit” which calls for a 
rather complete examination on the patient's first visit to the physician, 
credit was actually given if the physician carried out these examinations 
either at the initial visit or within a reasonable period of time thereafter. 
Some physicians thought that parts of the examination were better left 
for subsequent visits after the doctor-patient relationship had developed 
more fully. The commonest shortcoming was failure to perform a complete 
physical examination; very few doctors routinely examined the ocular 
fundi. A few physicians performed bimanual pelvic examination only on 
primiparous patients or on patients who had experienced difficult delivery 
in the past. Most physicians determined the Rh blood type, but a very 
few did not even measure the hemoglobin content of the blood. 

A great diversity of performance was noted with regard to subsequent 
antenatal visits. Some physicians manifested a real concern for the welfare 
of their obstetrical patients and repeated careful physical examinations 
and laboratory tests. On the other hand there were 16 doctors who neg 
lected palpation of the uterus and auscultation of the fetal heart sounds 
during routine prenatal visits. Two physicians had delegated supervision 
of routine prenatal visits to office nurses, and the doctor saw the patient 
only if she had specific complaints. 

In most cases the schedule of antenatal visits adhered to by the physi 
cian came up to acceptable standards. However, a few continued the monthly 
visits acceptable in the early months of gestation right up to the time 
of delivery without increasing the frequency of visits. On the other hand, 
some doctors requested their patients to come in every two weeks through 
out pregnancy. The majority scheduled longer intervals during the early 
part of pregnancy with visits becoming more frequent as term approached 

Category 2. Weli-child Care (77 physicians) 
Superior preventive care included schedule of well-child examinations 


and immunizations, education of the parents, employment of special 
tests such as STS, tuberculin skin test when indicated 


Maternal Care, p. 12, University of Chicago Press, Chicago, Il. (1997) 
2. Standards of Prenatal Care, U. 8. Dept. of Labor, Children’s Bureau Publication 
153, Washington, D. C. (1940) 
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Core included a schedule of immunization, attempts to get children 
immunized, preventive work iimited to immunization 74% 
No effort made to educate parents as to the need for immunizction..... 7% 


There is no hard and fast agreement on the actual frequency wit! 
which a normal, healthy baby should be examined during the early period 
of its life. However, there is no argument that periodic visits for general 
examination, immunization and parent counseling should be encouraged 
during infancy and early childhood. Some physicians in this study stated 
that schedules for well-baby care were unnecessary because the parents 
would always bring the child in to see the doctor if things were not going 
well. Most physicians, however, were not quite so composed about this 
matter and urged parents to return with the babies at specific intervals 
so that initial immunizations could be performed. A few physicians con- 
tinued the schedule of well-child visits through the age of two years. 


Clinical Records 

METHODS OF STUDY 

The recording of clinical data pertinent to each patient's illness is 
regarded by some physicians as a necessary nuisance while others tend 
this aspect of medical practice with loving care. On the assumption that 
the maintenance of clinical records is an integral part of medical practice 
it was considered justifiable to include the evaluation of a physician's 
record system as part of the description of his practice. It was realized 
that the extent of a physician's clinical records might not necessarily be 
a valid predictor of his professional skill. Nevertheless, this should provide 
some indication of the physician's thoroughness and attention to details 
which add up to good patient care. 


RESULTS (87 physicians) 


Only information concerning medications, fees or isolated data om 
as blood pressure recorded 

Minimal information about positive and medications 

Very good records including ali positive items of history and physical 
examination with results of laboratory work including blood pres- 
sure, urine and weight, medications or other treatment. Special files 
on OB, pediatrics or other patients with well filled check sheets 
tended to place a doctor in this group. Records included hospital 
visits 17% 


Earlier in this report allusion was made to the fallibility of the human 
memory and the improbability that a physician can carry in his mind all 
the significant details pertinent to a given illness in a given patient. Obvi- 
ously records of some sort are necessary. The record systems employed and 
the amount of information recorded by tuc physicians showed a wide 
range of variation. Eleven physicians maintained no clinical records at 
all; in these practices the patient's name and the fee charged for the visit 
were noted in a daily ledger. Some kept records only for “regular” patients 
or obstetrical patients, while a few physicians maintained complete patient 
records of each visit, whether in the home, the hospital or in the office, 
and they incorporated into this record written reports from consultants 
or medical centers. 


Ihe actual form of the record sheet that was utilized varied from the 


very elaborate to a plain sheet of paper or card. Many physicians used a 
variety of outline forms such as those prepared by professional stationers. 
Most employed some type of small card or printed form although prescrip 
tion blanks and laboratory report blanks were used by a few. 

The amount of information recorded varied as widely as did the form 
on which the notations were made. 

The evolution of the record system in one doctor's practice typifies 
what may have happened in other practices. In the early days of his 
practice this physician attempted to write complete patient records as 
he had been taught to do in medical school and internship. However, as 
the size of his practice increased and the demands on his time became greater, 
this laborious method of keeping records became impractical so he changed 
to the use of a printed outline or check list. This, too, became too much, 
Finally, the doctor had settled on the use of a small filing card on which 
he recorded the patient's identifying data, a few pertinent remarks and 
physical findings, plus the treatment rendered. ‘This story probably repre 
sents a realistic summary of the problem encountered by many physicians 


DISCUSSION 


The remarkable variation in the performance of general practitioners 
has been noted and attempts made to measure it. This difference in per- 
formance is particularly striking because of the similarity of educational 
background of these physicians. 

A few broad general points can now be identified. The practice which 
was above average in quality was characterized first of all by evidence 
of knowledge of clinical medicine. The physician providing a higher grade 
of medical care showed a real interest in his patients and their medical 
problems. These provided for him an intellectual challenge. The better 
doctor also demonstrated an awareness of and a willingness to accept the 
responsibilities inherent in undertaking the care of a patient. At the 
opposite extreme, physicians operated on such a superficial plane as to 


give the appearance of a lack of preparation for assuming these responsi 
bilities. 


The principal criticism to be offered of the physicians whose perform 
ance appeared to be at the other end of the scale was that they apparently 
lacked fundamental clinical medical knowledge and skill. This was 
graphically illustrated by limited history taking, physical examination and 
use of laboratory aids to diagnosis. This performance level is undoubtedly 
related to many extrinsic factors, some of which have been identified and 
measured during the course of this study. 

The practice of medicine is a complex business requiring a great deal 
more than mere knowledge of disease. Factual knowledge is fundamental, 
but it must be tempered with judgment and leavened with interest to 
produce a good doctor. It appeared that some physicians were not chal 
lenged by the practice of medicine. In several instances the observers had 
the impression that the physician was not performing at a level commen 
surate with his basic knowledge. These physicians had learned the neces 
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sary facts but for some reason would not or could not utilize this knowledge 
in a purposeful and rewarding fashion. They appeared to lack zest for the 
practice of medicine which had become a chore for them. Dr. R. W. Howell 
concurred in this judgment and noted that the less adept physicians 
appeared to be unhappy in the practice of medicine and generally lacked 
interest in their patients as people. 

Press of time is a complaint frequently voiced by the general practitioner. 
Time alone is not the sole determinant of the quality of care rendered in 
a practice. Some of the very best doctors had hurried practices, while 
others had smaller practices which could be conducted in a much more 
leisurely fashion. The same applies to some of the less adept physicians; 
so that size of practice and press of time do not correlate well with the 
quality of care rendered. 

Another popularly held belief is that the small town or rural practi- 
tioner cannot practice good medicine because facilities are not available 
to him. A physician presumably enters practice with all that is required 
for taking a good history and performing a careful physical examination; 
the amount of equipment necessary for the performance of a few simple 
laboratory screening tests is not great. These form the basis of good medical 
practice and the basis for evaluation in this study. 

Ic is difficult to assess the importance of aging in relation to the quality 
of medical care rendered by physicians since physical and intellectual 
activities decline at a variable rate with advancing years. Years of strenuous 
practice, less economic pressure, ill health and development of interests 
outside of medicine may all play a part in the poorer work observed 
among older physicians. Quite naturally, the philosophy with which each 
physician approached increasing age varied; several refused to limit their 
work because of age or health and continued their previous high level 
of practice. 

In this discussion, the variations in the individual physician's motives 
and interests have been stressed. That they are of importance will be evi 
dent throughout this report. Future research should be aimed at their 
recognition and evaluation. In the following pages measurable factors 
that influence the physician's performance will be examined at length. 


IV: Education and Training 


A. Medical Education 


beg ACADEMIC PERFORMANCE is a predictor of professional performance 
is an assertion that is likely to provoke spirited debate. This belief has 
been fostered, at least in part, by the fact that an outstanding academic 
record at the undergraduate level is frequently duplicated in graduate or 
professional school. Medical educators are generally aware that there is 
an imperfect correlation between academic success and later performance 
in practice. A few, indeed, remark on the inexactness of grades as indicators 
of a student's ability. The view that academic excellence and practical per 
formance tend to be mutually exclusive characteristics is also widely held. 
Nevertheless, the college record is accorded important consideration in 
selecting candidates for medical school, as is the student's record in medical 
school in subsequent selection for internship. Since the intellectual and 
personality characteristics that make for superior performance in the prac 
tice of medicine are not known, grades, the most tangible measure at hand, 
are relied upon heavily. 

Every year medical school admissions committees must sift through 
thousands of applications for admission and they must base their decisions 
on individual differences that sometimes seem meager in the extreme. In 
addition to impressions gained through personal interviews, letters of 
recommendation and college grades, the admissions committee may be 
aided by the Medical College Aptitude Test. As a predictor of success in 
medical school, this test has apparently proven to be of variable help to 
different medical schools. Despite any help it may give in selecting students 
capable of successfully completing the medical school curriculum, no claim 
is made that it is a “medical aptitude test” in the sense that it can predict 
performance as a physician. Most medical schools are confronted by more 
applicants than can be accepted, so a reliable basis for selection of good 
physicians, as well as good medical students, is a matter of both theoretical 
and practical importance. This study provided a unique opportunity for 
retrospective study of the relation between academic performance and pro 
fessional performance. 


METHODS OF STUDY 


Information concerning each physician's academic performance was 
obtained by means of a printed questionnaire which was sent to the dean 
of each of the medical schools from which these 94 physicians were gradu 
ated. The dean was requested to supply data concerning the physician's 
undergraduate academic record, his relative class standing in medical school, 
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score on the Medical College Aptitude Test, and his internship appoint- 
ment. Comments concerning factors which might have affected, adversely on 
otherwise, the physician's performance while in medical school were invited. 

In an effort to test the validity of this sample in regard to performance 
in medical school, a control sample of 46 general practitioners was drawn. 
Thus, questionnaires were sent out requesting information on more physi- 
cians than were in the sample studied. This device served to maintain the 
anonymity of the physicians in the active sample since the medical schools 
were not informed whether the physicians on whom information was sought 
were or were not in the study; this was another purpose of including the 
control sample. 

Information obtained from deans of the various medical schools was 
sufficient in 89 instances in the study group to allow for determination of 
the relative class standing of the physician. All questionnaires were returned 
but the information provided by some did not permit determination of the 
physician's relative class standing. In two cases the schools were unable to 
supply the information requested; and the information available concerning 
three other men could not be used to establish a definite relative class rank. 
The use of relative rank or percentile rank is a convenient and widely used 
method for denoting the academic standing of a student in relation to 
others in the same class. Since an accurate rank could be derived for many 
physicians it seemed justifiable to attempt to do so for all. In 36 instances 
the exact rank of the physician in his class was reported by his dean. 
In other cases, it was known only that the physician stood in a specific 


third or quarter of his class. A man standing in a given third or quarter 
of his class was assigned a percentile rank midway between the limits of 
that third. For instance, a man who was reported as standing in the lower 
third of the class was assigned a percentile rank of 17. Similarly, men 
standing in the middle and upper thirds were assigned mid-point ranks of 
50 and 83, respectively. This assignment of a percentile rank was necessary 


in 50 instances. In the case of three other physicians, a percentile rank was 
calculated from the grades as reported by the deans of their schools. 

One obvious difficulty in using such a technique as this arises from the 
fact that some schools, in dividing their classes into thirds on the basis of 
academic standing, may do so on a strictly arithmetic basis while others 
employ the division of “academic thirds.” Under this system one group of 
students, perhaps less than an actual arithmetic third of the class, is outstand- 
ingly good and is characterized as the upper third, while another group, 
perhaps of greater or lesser size, is poor and is characterized as the loweé1 
third. This leaves a group numerically greater than one third of the total 
to constitute the undifferentiated middle third of the class. In most instances 
it was not known which of these two systems the medical schools in question 
had followed. 

There is no method available which will allow for exact comparisons 
between physicians within this group on the basis of academic grades. Grad- 
ing varies so greatly from one school to another that the “A,” “B,” “C" 
conventions of one school have little meaning to another. Doctors X and Y 
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who were in the same decile of their class but in different medical schools 
were not necessarily students of similar ability and performance. However, 
it is likely that the percentile rank derived by comparing the performance 
of one student with that of all the other members of his class is the most 
informative measure available of that student's academic achievement. 


RESULTS 
Undergraduate education 


The variety of responses obtained in answer to the request for under 
graduate college grades did not permit meaningful tabulation of these fig 
ures. In the case of some of the older doctors, there were no such grades 
because students were admitted to medical school directly from high school. 
In many other instances, college grades were simply not known by the dean 
of the school or, if the student had attended more than one college, only 
a portion of his college record was available. Few colleges attempt to estab 
lish a rank order for their students as do medical schools. The many different 
numerals or letter-grades used in different institutions prevent direct com- 
parisons. An additional complicating factor is the wide diversity of educa- 
tional opportunity offered by various junior colleges and colleges. A grade 
of “A” awarded by a great established university probably cannot be equated 
with an “A” from a local day college. The relationship between perform 
ance as an undergraduate and as a practicing physician is obviously of great 
importance and it is intended to pursue this subject further. 


Medical school rank of general practitioners 


Although the physicians cooperating in this study were selected without 
regard to their performance in medical school, compilation of their academic 
records indicates that a fairly representative sample was obtained. Nineteen 
physicians (21 per cent) stood in the upper third of their class in medical 
school, 42 physicians (47 per cent) stood in the middle third, while 28 physi 
cians (31 per cent) stood in the lower third of the class. Of the 46 physicians 
in the control sample, seven (16 per cent) were in the upper third of their 
class in medical school; 22 (52 per cent), in the middle; and 14 (32 per cent) 
in the lower third. Information on three physicians in the control sample 
was insufficient to allow determination of their class standing. The two 
samples are comparable in regard to class rank in medical school and this 
shows that the sample studied was not weighted with doctors from the 
lower academic stratum. 

The distribution of these physicians on the basis of their grades in medi 
cal school approximates that which would be derived if a class in any medical 
school were divided into “academic thirds.” The small number in the 
upper third of the class in the present study may indicate that some men 
who stood in the upper third of their class in medical school did not enter 
general practice but rather chose a career in teaching, investigation or a 


specialty practice. This hypothesis cannot be proven, but it is generally 


assumed that students in the upper portion of the class are more apt to be 
chosen on a competitive basis for advanced training leading to specialization 


and academic positions. This does not imply that only poor students are 
forced into general practice as a last resort; patently this is not the case. 


Academic difficulties 


According to the information received on the questionnaire, nine men 
experienced serious academic difficulty at one or more times during their 
careers in medical school. Most of these students were compelled to repeat 
at least one course or even a whole year or more of the curriculum. Two 
were dropped from medical school because of poor academic attainment but 
were subsequently admitted to other schools where they were successful in 
obtaining their degrees. On the other hand, some stood well within the 
upper 10 per cent of their class. Therefore, it appears valid to conclude that 
this group of physicians represents all levels of academic achievement. 


Medical schools represented 


Of the medical schools represented by physicians in this study, 20 are 
privately supported institutions while 12 are supported by public funds. 
These schools represent most sections of the country, including 18 states 
and the District of Columbia. However, the majority of physicians were 
graduated from schools located on the eastern seaboard. The list of schools 
comprises acknowledged leaders in medical education as well as less well 
known institutions with principally local influence. The numerical pre- 
dominance of graduates of a few schools may be explained on the basis 
of geographical proximity to the state of North Carolina, the orientation 
of some schools toward training for general practice, and the facilities of 
some schools for enlarging their graduating classes by admitting additional 
students to the third-year class from the two-year basic science schools else- 
where. Some physicians in this study received their first two years of profes- 
sional education in one of the two-year basic science schools in North Caro- 
lina. Although these two schools have now been expanded to offer the full 
four-year curriculum, for many years they operated as two-year schools, and 
their alumni comprise an important segment of the physicians currently 
practicing in the state. 


Division of medical schools 


Present-day medical schools in this country are all very good and present 
almost identical curricula; the fact that the school in which the doctor was 
educated seems to have little, if any, discernible influence on his subsequent 
performance in practice lends added validity to this method of comparison 
on the basis of class standing. The 32 schools represented were divided into 
two groups. Into one group fell the schools widely known for their output 
in terms of teachers, scientific investigators and significant research, while 
the other group comprised the schools where major emphasis is placed on 
practice, either in terms of general medicine or a specialty. Comparison of 
the quality of medical care provided by the physicians in this study revealed 
no differences on the basis of the schools from which they were graduated. 

It should be emphasized that the above conclusions apply only to 
general practitioners and possibly only to the area studied. In the case of 
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TABLE 2 
Comparison of Physicians by Medical Schoo! 
Rank and Qualitative Rank 
Percentile 


Mean 
Rank in 
Medical School 


Qualitative Rank Qualitative 
v um " Ronk 
4 3 3.2 
6 2.5 


some schools a large percentage of graduates remain in medical education 
or enter specialist practice. It is possible that general practitioners graduat 
ing from such schools are not representative of their school’s graduates 
The findings presented here must be considered with such a possible bias 
in mind. 


Academic influence on quality of practice 


Of paramount interest is the relationship between a physician's academic 
performance and his subsequent performance in practice; this is shown in 
Table 2. In this table the mean qualitative rank was calculated by weighting 
each qualitative rank (I through V) with the corresponding number. In 
formation as to academic achievement was available for only 84 of the 88 
physicians whose practices were ranked. 


Clearly there is a slight, though significant relationship between high 
academic grades and quality of practice. Physicians whose academic per 
formance placed them in the upper portion of their class were, on the aver 
age, better doctors than their colleagues in the middle and lower class 
echelons (p == less than 5 per cent). However, the difference is not striking, 
and the range of performance even among the top group of students was 
wide. 


In an effort to identify the factors producing the trend noted in this 
comparison, the group was broken down on the basis of age. Those results 
show clearly the positive association between academic standing and per 


TABLE 3 
Comparison of Academic Rank with 
Quality of Practice in Different Age Groups 
Age Group 
28-35 36-45 46-65 

Mean Mean ean 
Medical School Qualitative Qualitative Qualitative 
Ronk Ronk* No. Ronk** Ronk** 
Upper Third . 9 3.0 2.8 
Middle Third W 2.5 2.0 


Lower Third J 7 3.7 2.3 


* Differences statistically significant (p less than 1°/, 
** Differences not statistically significant 


71-100 4 
2 
5 8 4 8 2.5 
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formance in practice for physicians in the youngest age group (28-35 years). 
The linear trend is statistically significant (p == less than | per cent). With 
regard to older physicians, this correlation is not found. The exact age at 
which this association disappears is not known. The numbers involved are 
too small to permit a more precise statement than that it is no longer iden- 
tifiable, for the group, alter the age of 35. Since this was not a longitudinal 
study, the reason for the absence of this association in the higher age 
group cannot be stated categorically. It seems most probable that with 
aging and experience the performance of all doctors tends toward a mean. 
However, it cannot be denied that other factors such as different standards 
of selection of medical students or different standards of education may be 
involved. 

Comparisons were also made of academic performance and performance 
in the six specific areas upon which judgment as to the quality of a physi 
cian’s performance was based. These included history taking, physical exam- 
ination, use of laboratory aids, therapy, clinical records and preventive 
medicine. ‘This analysis was attempted in an effort to determine if academic 
performance had a more significant or pronounced effect on any one area of 
a physician's practice. It should be noted that the quantitative score is used 
for this comparison in Table 4. 

A linear relationship between academic and professional performance 
was obtained with respect to these six areas for the younger physicians only; 
again, the effect disappears after the age of 35. The individual differences 
noted in Table 4 do not reach the level of statistical significance, but because 
of the linear trend and the constant relationship, it would seem reasonable 
to infer that these various facets of a physician's work reflect the influence 
of academic achievement. (Even though individual items do not show sig- 
nificant linear regression for the group under age 35, the chance that all 


TABLE 4 


Academic Rank and Performance in Specific 
Clinical Areas* for Different Age Groups 


28-35 36-45 46-65 


Upper Middic Lower Upper Middle Lower Us Middle Lower 
Third Third Third Yhird Third Third Third Third Third 


No of 

Physicians... 5 14 6 9 WW 7 4 15 13 
Clinical History 55 33 22 32 19 54 29 26 26 
Physical 

Examination.. 55 40 22 29 32 48 29 22 29 
Use of Labora- 

tory Aids .... 60 46 33 65 48 65 45 40 36 
Therapy 33 18 42 29 64 27 33 31 
Preventive 

Medicine 71 60 63 60 74 50 52 55 
Clinical 

Records 52 33 42 41 79 50 27 21 


* All figures are in terms of percentage of possible points on the quantitative grading 
system. 


would vary in the same direction six times is less than one in 4,000 by the 
sign test.) Thus it appears that, on the average, the better medical student 
performs at a higher level for a few years after entering practice but that 
this effect disappears at around the age of 35. It should be noted that there 
is over-lapping between groups and that the figures presented are based 
on averages. 


Other relationships 


As noted earlier, medical educators are not in agreement concerning the 
predictive value of the Medical College Aptitude Test score. Some report a 
high degree of correlation between the score and subsequent academic pet 
formance while others find no significant agreement. Test scores were avail 
able for only 30 of the physicians cooperating in this study. There was no de 
monstrable relationship between the scores and subsequent grades in medical 
school, nor was there a significant relationship between the test score and 
the physician's subsequent performance in practice. The numbers involved 
in these calculations were quite small; larger numbers might conceivably 
demonstrate a relationship not revealed here. 

There was no significant relationship between the physician's grades 
as a student in medical school and his father’s occupation or the population 
of the town where the physician grew up. It was thought that these factors 
might possibly have some bearing on the student's ability as reflected in 
medical class standing; however, the findings were not statistically significant 


Criticism of curriculum 


During the course of this study an attempt was made to learn if the 
practitioners were satisfied with their medical education. They were asked 
whether they felt anything necessary had been omitted from the curriculum 
or if anything had been taught in excess. In the case of the former question, 
most of the physicians stated that more clinical training was desirable 
Specific recommendations dealing with need for more psychiatry, electro 
cardiography, general medicine, dermatology or obstetrics were made as well 
as general criticisms dealing with inadequate clinical experience. Many of 
the older physicians realized that they had had clinical experience in much 
smaller amounts than is regarded as adequate at the present time, 

Only about a third of the doctors felt that anything could have been 
omitted from the medical curriculum, and almost all of these criticisms 
were directed towards the basic sciences. The physicians who made these 
comments represented all differing levels of performance. Biochemistry was 


frequently mentioned as a subject that was not necessary for general prac 


tice. Detailed anatomy, the extensive laboratory work in physiology, phar 


macology and pathology were also occasionally mentioned. It is thus seen 
that most general practitioners felt they should have had more clinical 
experience while a minority appeared to feel that economies could be 
effected in the time spent studying basic sciences 


B. Internship and Residency Training 


Though the internship is not a venerable institution, it has become 
almost universally accepted as a customary part of the young physician's 
training. Some medical schools require completion of a satisfactory intern- 
ship prior to awarding the M.D. degree, and completion of an internship 
is a frequent requirement for a license to practice medicine. The physician's 
hospital training is the only portion of his whole medical education that is 
characteristically flexible and over which he has a real measure of control. 

Weiskotten found that a single year of internship was served by approxi- 
mately two-thirds of the general practitioners graduating in the years 1930, 
1935 and 1940.'. * The one-year rotating internship, which makes up over 70 
per cent of the internships in this country, has enjoyed popular acceptance 
as a standard preparation for general practice.*.* In addition, examining 
boards in 14 states and two territories require a one-year rotating internship 
before licensure.5 

Many medical educators as well as others maintain that at least a 
two-year training period is a necessary preparation for general practice. 
6, 7, 8 Since its founding in June 1947, The American Academy of General 
Practice has advocated two years of hospital training for general practice. 
Its recommendations include a year of rotating internship followed by a 
second year of residency.®. © In view of the many opinions and controversies 
about training, particular attention has been paid to type and length of 
training as they affect the doctor's work. It has also been used as a rough 
test of the extent to which North Carolina practitioners resemble practi- 
tioners generally in the United States. 


METHODS OF STUDY 


Information was obtained from the cooperating physicians as to the 
duration and location of intern and residency training received, as well as 
the amount of time spent on individual services. In some few cases this was 
supplemented by information supplied by the medical school. In an attempt 
to evaluate the training of each physician the American Medical Associa- 
tion's hospital classification was used. The individual hospitals were classi- 
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fied for the year or years during which the physician was in training. The 
classification follows: 


A. Major teaching hospital. 
B. Minor teaching hospital. 


C. Minor teaching hospital accredited for internship only (ie. not accredited 
for residency). 


D. Nonteaching hospital accredited for internship and residency in special 
services. 


E. Nonteaching hospital accredited for internship and one-year “general” or 
“mixed” residency only. 

F. Nonteaching hospital accredited for internship only. 

G. Nonteaching hospital accredited for residency only. 

H. Not accredited for internship or residency. 


In view of the great variation in the length and even greater variation 
in quality and type of hospital training which was encountered, a scoring 
system was devised to provide for comparisons based on the length and 
type of hospital in which training was taken. Points were awarded for each 
month of hospital training as follows: 


4 points were awarded for each month spent in a major teaching hospital 

8 points were awarded for each month spent in a minor teaching hospital. 

2 points were awarded for each month in a nonteaching hospital approved for 
nternship traini 


ng. 
1 point was awardel for each month spent in a hospital of over 100 beds but not 
approved for internship training. 


4 point was awarded for each month spent in a non-approved hospital with less 
than 100 beds. 


This weighting allowed the quality of intern and residency training to 
be dealt with quantitatively. The product of the months of training and 
the weights shown above gave a “training score” that embodied both length 
and quality. Where training was obtained in several hospitals the sums of 
the products of each period were, of course, determined to obtain the total 

The weights assigned were of necessity arbitrary. Although the weights 
assigned to training in the various types of hospitals are thought to corre 
spond roughly to their individual values, their main purpose is to provide 
a numerical expression related principally to the hospital classification 
rather than the length of training. Small weights were assigned to hospitals 
not approved for internship principally to distinguish doctors with some 
training from those with none. The nonapproved hospitals were further 
separated on a size basis since those with more than 100 beds may have exten 
sive facilities and considerable clinical material. The nonapproved hospitals 
of less than 100 beds would not seem to have the necessary minima to 
recommend them for training purposes. One hospital in this group, for 
example, had 35 beds. 

In most of the following discussions internship and residency are lumped 
as “training.” As the training scores rose, residency training was increasingly 
involved so additional weighting for residency would have increased the 
spread of the scores but not their accuracy. In several instances it was not 
possible to determine whether training was internship or residency. Approxi 
mate equivalents of the various intervals of training score as used hereafter 
are given below: 

0—20 less than one year approved internship. 
21—28 one year approved internship. 


29—40 one and one-half years approved internship or one year of minor teaching 
hospital internship 
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41—60 one year teaching hospital internship or two years in approved hospital. 
61—192 one to four years teaching hospital training. 


Most of the training experiences fitted the example given. Combinations 
of experience in hospitals of several classifications or especially long train- 
ing produced occasional divergences from these approximations. 

In the following discussion the terms “length of training,” “type of train- 
ing,” and “quality of training” will be employed. Length of training is used 
to include the total time spent in internship and residency as discussed above. 
Type of training refers to rotating, mixed. or straight services. Quality of train- 


ing refers to the classification of the hospital (ie., teaching, nonteaching, or 
nonapproved) as discussed above. 


RESULTS 
Length of training 


The length of hospital training served by the 94 general practitioners 
visited in this stucly varied from 0 to 60 months. A bimodal curve is formed 
with humps at 12 and 24 months, reflecting the fact that appointments are 
usually made in increments of 12 months. 

Three — had made no attempt to secure an internship and had 
gone straight from medical school into practice. A fourth had spent a year 
helping a general practitioner in a small town, both working in his office and 
assisting in the operation of a —— hospital “on the side.” This was not 
treated as an internship in the following calculations, although it might well 
have been reported as such in some of the studies with which comparisons will 
be made. Another physician served six months of a twelve-month rotating intern- 
ship appointment and resigned upon discovering that the second six months 
was to consist of a repetition of the services which he had just completed. At the 
other end of the scale was one physician who spent five years in internship and 
residency training. Another spent four years in a teaching hospital and rose to 
a position of considerable responsibility before entering general practice. One 
physician reported that he had served a six-month rotating internship, a year 
of straight medicine and two years of straight surgery, most of it in an excellent 
teaching hospital, before entering practice. The great variation in training en 


countered is evident from the above findings and will be dealt with further 
below. 


Comparison with other physicians 


The physicians in this study reflected the trends of the time with respect 
to internship. The official recognition of the internship as an educational 
experience by the Committee on Education of the American Medical Asso- 
ciation in 1904 and the beginning of internship grading in 1914 probably 
influenced its popularity. In 1926 the number of internships available became 
equal to the number of medical graduates, making internships available 
for all graduates.'. 2 Of the 14 doctors included in this study who graduated 
prior to 1926, two served no internship before going into practice. Training 
during the depression tended to be prolonged in comparison with the 
preceding and following periods. World War II was accompanied by speed- 
up programs in both medical school and graduate hospital training, with 
the advent of the “9-9-9” system,” and its influence was noted in the lower 
incidence of physicians receiving more than one year of training. The more 
recent trend toward longer training is shown by the group graduating after 


. Curran, J. Ax Trends in Medical Education, “Introductory Remarks,” pp. 111-117, 
Commonwealth Fund, New York (1949) 
2. “Internships and Residencies in New York City, 1934-37, Their Place in Medical 
Education,” New York Committee on the Study of Hospital Internships and Resi- 
dencies, Commonwealth Fund (1938) 
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TABLE 5 


Graduate Hospital Training of 94 N.C. General Practitioners 
Compared with Groups from Country at Large 


1930, 1935, & 1940 Graductes* Present Stud 
Internship and residency training General Practice General Practice 


Number of graduates 2,920 94 
Total 100% 100% 
Total with internship y 94.7 
With residency 29.8 
without residency 64.9 
Rotating or general internship ........ _ 
with residency 
without residency 
Other internship 
With resideMcy 
without residency .................... 
No internship 
with residency 
without resid 


* Adapted from Table 29, Weiskotien, H. G., “Trends in Medical Practice,” J. 
Assn. Amer. Med. Coll., 12: 354 (1937) and Table 35, Weiskotten, H. G., and Alten- 
derfer, M. E., “Trends in Medical Practice,” J. Med. Educ., 27: 36, (1952) 


In order to determine whether this sample might be considered reason 
ably representative of general practitioners in the country at large, the 


doctors studied were compared with those of Weiskotten and Weiskotten 
and Altenderfer!. 2 (Table 5). Their results are based on questionnaires 
sent to all medical school alumni five years after graduation for the classes 
of 1930, 1935 and 1940. The present study included physicians graduating 
as early as 1914 and as late as 1950. The 11-year period beginning in 1930 
and continuing through 1940 includes 36 of the present subjects, or 38.5 
per cent of the total sample, and such a comparison appeared worth while 
From this it appears that the doctors included in this study as a group 
appear to have received only slightly less training than the 1950, 1935 and 
1940 medical graduates who responded to Weiskotten’s questionnaire. The 
initial rotating internship enjoyed approximately the same popularity 
among the physicians in North Carolina as among the general practitioners 
in the country at large. 

Comparison with the results obtained by the New York Committee on 
the Study of Hospital Internships and Residencies among the 1955 and 
1936 graduates of five New York City medical schools revealed more training 
than in the present sample.3 The nationwide study of general practitioners 


1. Wersxorren, H. G.: “Trends in Medical Practice,” J. Assn. Amer. Med, Coll, 12 
321-356 (1937) 

2. Wetskxorren, H. G. & AvTenperrer, M. E.: “Trends in Medical Practice,” J. Med 
Educ., 27: % (September 1952) 

3. “Internships and Residencies in New York City, 1934-37, Their Place in Medical 
Education,” New York Committee on the Study of Hospital Internships and Resi 
dencies, Commonwealth Fund (1938) 
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by the Academy of Pediatrics indicated that approximately 17 per cent 
had received no hospital training and an additional 4 per cent had received 
less than one year. This study included doctors of all ages. In addition, 
North Carolina general practitioners in the present study appear to have 
received more pediatric training than general practitioners throughout the 
country. 

Residency 


The American Academy of General Practice has been interested in resi- 
dency training for general practitioners and has suggested that the second 
year of the rotating internship be recognized as a residency in general prac- 
tice. Twenty-nine of the general practitioners studied served residencies 
prior to entering general practice. The general residencies were the most 
popular and were encountered over twice as frequently as any other type. 
Medicine and obstetrics-gynecology were the most frequent choices in this 
sample. In comparison with New York City general practitioners, slightly 
more North Carolina doctors served residencies; however, the residencies 
served by the New York physicians in general were considerably longer 
than those served by the doctors in this study.* 


Types of training 


The rotating internship is the usual preparation for general practice.?’ 
The popularity of the rotating program among the physicians in this 
study is illustrated by the fact that over 90 per cent had some rotating 
internship or residency in their training programs. The rotating programs 
usually consisted of equal periods on medicine, surgery and obstetrics- 
gynecology. Some programs included a fourth service which most often was 
pediatrics. Unfortunately, there were not enough doctors whose training 
was limited to straight services to permit a comparison with those whose 
training was limited to rotating services. In view of the continuing dis- 
cussions about the respective merits of the two, information on this point 
would be desirable. 


Some of the rotating orn were remarkable mainly for the number 


of different services involved. The most bizarre 12-month training encountered 
during the study included training in medicine, surgery, obstetrics and gyne- 
cology, pediatrics, orthopedics and traumatic surgery, anesthesia, emergency room, 
urology, anesthesia relief, tuberculosis and contagious diseases. In addition, at 
least three of the physicians had “rotating” appointments which were not 
divided by services in any sense. In these the interns rotated admissions to 
1. “Child Healti; Services and Pediatric Education,” Report of the Committee for the 
Study of Child Health Services, The American Academy of Pediatrics, Common- 
wealth Fund, New York (1949) 
. “Internship & Residency Training for General Practice,” GP, 4: 1-10 (November 
1951 
= Intorashipe & Residencies in New York City, 1934-37, Their Place in Medical 
Education,” New York Committee on the Study of Hospital Internships and Resi- 
dencies, Commonwealth Fund (1938) 
. Graduate Medical Education, Report of Commission on Graduate Medical Educa- 
tion, University of Chic Press (1940) 
. Commission on Medical ucation, Final Report, N. Y., Office of the Director of 
the Study, (1932) 
. Woonaur, I. P.: “Training the GP,” Trends in Medical Education, pp. 148-156, 
Commonwealth Fund, New York (1949) 
. Purcen, R. L.: The Internship, Charles C. Thomas, Springfield, Ill. (1952) 


the hospital, regardless of service. One of these served in a private hospital 
in which he was assigned to certain doctors and followed their admissions 
whether medical, surgical, obstetrical or other. 

The straight appointments were only rarely straight internships in the 
usual sense. These were commonly experiences obtained in addition to rotating 
internships, varied in length from six weeks to several years and were taken 


in medicine, surgery, urology, pediatrics, chemistry laboratory, psychiatry, 
tuberculosis, as well as others. 


Quality of training 


Certain assumptions about the quality of internship and residency 
training have previously been stated in connection with the training score 
calculation. Among the hospitals were some of the best known in the 
country, as well as a few that were small and obscure. A quarter of the 
physicians had all or some of their training in major teaching hospitals. 
8.5 per cent obtained all their training in nonapproved hospitals and 4.3 
per cent had no internship or residency. The remainder of the physicians 


were trained in approved institutions. A few of these were minor teaching 
hospitals. 


TABLE 6 
Distribution of Doctors by Length 
of Internship and Residency Training and Qualitative Rank 


Qualitetive Ronk 
Length of Training Months Vv m " 


1 0 1 
10 13 


Relation of training to the quality of the physicians’ work 


In an attempt to determine what effect, if any, hospital training might 
have on the ultimate quality of medical care rendered by the various 
physicians, a number of comparisons were made between these items. Table 
6 shows the distribution of the doctors by ordinal or qualitative rank in 
comparison with the length of hospital training. The distribution shows 
only the slightest suggestion of any correlation between these items. The 
group of four physicians who had no internships ranked below other groups. 
Among the doctors with more than 30 months of training all were 
ranked average or better. Thus the physicians with exceptionally short or 
long training appear to diverge in the expected directions. The numbers 
in both divergent groups are small and the results are not statistically 
significant. Between the extremes there is no suggestion whatsoever of 
any linear association between the length of training and the quality of 
the doctor’s work. 
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5 8 
OS 4 5 4 2 16 
ee 4 8 5 3 21 
ee 1 4 0 0 5 
Average length, months............14.4 17.8 21.4 15.3 12.2 


TABLE 7 
Distribution of Physicians by Quality 
of Training and Qualitative Rank 


Qualitative Rank 
Classification of Training Iv m ul 


All teaching 9 6 


Part teaching, part approved 
nonteaching 


All approved, nonteaching 


Part approved, part 
nonapproved 


All nonapproved 
No hospital training 


Total 27 23 16 


~ 


2 


Slane 


In Table 7 the distribution of physicians by qualitative rank and quality 
of internship is shown. The absence of any clear relationship between 
these two items is apparent. Calculations of weighted means for each classi- 
fication of training produces irregular results that emphasize the lack 
of association demonstrated by the distribution. 

Comparison of the product of length and quality previously described 
as the training score with the physicians’ qualitative rank showed less 
suggestion of an association than the previous comparison of length of 
training with qualitative rank. However, physicians with better records 
as medical students showed a higher number of appointments in teaching 
hospitals. This fact coupled with slightly longer total training time resulted 
in a higher training score. Thus, there is a linear association between aca- 
demic performance and training score, but the differences were not great 
enough to produce statistical significance. 

The surprising lack of correlation between training and the quality 
of a doctor's work immediately stimulated a search for the reason. Com 
parisons were therefore made between training and the physician's perform. 
ance of specific functions on which his work was graded. (Tables 8 and 
9) In Table 8 the length of hospital training has been compared with 
these specific functions (history-taking, physical examination, etc.) as dis- 
cussed in Chapter III. It will be noted that the quantitative score is used 
here to describe some parts of the physician's performances. Table 9 repre- 
sents a similar comparison with length and quality of training, as repre- 
sented by the training score. 

There appears to be a slight relationship between the length of the 
physicians’ training and the excellence of the histories he takes. A com- 
parison of the training score with the quality of histories taken by phy- 
sicians reveals no evidence of any relationship. A comparison between 
length of training and physical examination indicates that there was an 
irregular, though small, improvement in quality with increased length. 
Training scores showed a similar relationship but these associations were 
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not striking and did not prove to be statistically significant. There is 
also a slight difference, which is statistically significant, in mean laboratory 
scores of those doctors who had 10 months or less hospital training as 
compared with those with more training. This is logical. Most doctors 
would agree that less than a year of training is insufficient. Comparison of 
laboratory and training scores produced an apparent tendency towards 
linear relationship, but this was insufficient to be described as statistically 
significant. 

A comparison of length of training and score on therapy reveals a 
tendency toward a linear relationship, but it does not reach statistical sig 
nificance. When the training score is compared with the doctor's perform 
ance in therapy no association is found. 


Training on specific services and its relation to the quality of the physician's work. 


The irregularity of the preceding results is apparent. Despite the lack 
of consistent correlation (only occasionally reaching a level that can be 
described as statistically significant) almost every result suggested that 
training was somehow affecting the doctor's performance. In a further 
attempt to determine if training had any effect on performance the intern 
ship and residency were broken down so that the time spent by individual 
doctors on each of four major services could be compared with the quality 
of their practices. The results are set out in Table 10 and are given in 
terms of mean qualitative ranks. The number of doctors for whom this 
comparison could be made varied from 71 to 76; data on training in 
medicine were available for 76 doctors. It will be recalled that 88 doctors 
were ranked. Of these one or two could not recall the details of their 
internships with sufficient accuracy to permit their use, while others had 
internships in which time devoted to specific services could not be identi 
fied. Physicians with no training on a specific service are included in 
the appropriate “under three months” category. The services considered 


TABLE 10 


Relationship Between Length of Training on Specific Services and 
Physicians’ Mean Qualitative Rank 
Medicine Pediatrics Surgery O8B-Gyn. 
kone of Mear Mean Mean Mean 
training in Qualitative Qualitotive Qualitotive Qualitative 
months No. Rank Me. Ronk No. Rank No. Ronk 
Under 3 2.53 40 2.98 16 2.81 35 2.95 
2.63 15 2.47 26 2.88 20 2.45 
2.81 7 2.57 15 2.80 2.75 
3.31 9 3.11 10 2.80 3.33 
3.60* oe 7 2.86 3.17 
* All five in this group had a yeor or more of training in internal medicine, The 
smallness of this group with a more prolonged internal medicine training is 


emphasized by the fact that they constitute only 6.5°/, of the physicians who 
could be classified by this characteristic. 


** There was a single physician in this category ond he has been assigned to 
the preceding group. 


here are the only ones represented sufficiently often to allow this type of 
comparison, 

It is apparent that service on pediatrics, surgery and obstetrics-gynecology 
show no constant or regular association with the quality of the doctor's 
work, as judged in this report. On the other hand, there is no doubt about 
the linear association of increasing training in medicine and the quality 
of the physician's work (P less than 5 per cent by extraction of the 
linear factor). The regularity of this association is emphasized by the 
random character of the weighted averages in relation to length of train- 
ing on other services. Among the latter there is no linear association and 
attempts to find significance in the rank of specific groups were unsuccessful. 
For example, the nine physicians with more than five months pediatric 
training were not significantly different from the remainder ef the group 
with four months or less training. 


In Table 11, essentially the same comparison as that shown above is 
made. In this table the average length of internship and residency is 
shown as the variable in relation to specific services and the mean qualita- 
tive rank of the physicians. The consistent association of longer average 
training in internal medicine with better practice is again unique. The 
longer training in medicine of physicians in the three rank groups, V, IV, and 
ITI is significantly different from those in ranks II and I (P == 2.5 per cent). 


When the population used in calculation of the effects of medical 
training is defined to include only physicians who had some medical 
internship a somewhat different result is obtained from that shown in 
Table 10. It appeared that the linear relationship observed becomes mani 
fest only after four months’ training has been obtained. There was no 
suggestion of any difference between physicians with three months’ train. 
ing and those with one and a half or two months. There is some hesitancy 
to limit the population as defined here but the suggested result fits what 
is known about learning of complex skills. The initial period of learning 
is very slow. It is quite possible that, on an average, the effects of medical 
training become manifest after a latent phase. The possibility that this 
is one segment of a conventional learning curve is likely. Physicians with 


TABLE 11 


Average Length of Training in Months on Specific 
Services in Relationship to Physicians’ Mean 
Qualitative Rank 
m " 

Service No. 
Pediatrics ....7 2.52 
Surgery ........7 3.50 
OB-GYN ......7 4.78 
Medicine ......7 5.72 


more than a year of training in medicine all ranked average or better. 
This may be an example oi another part of the learning curve. Calculation 
of the training score for medical internship and its comparison with the 
quality of a doctor's work appeared to show a linear relationship but it 
is not statistically significant. A comparison between training scores calcu 
lated for pediatric, surgical and OB-GYN services shows an even more 
irregular relationship than comparison of length of training alone with 
the quality of a physician's work. The quality of medical taining does 
not appear to be as significant as its length in influencing subsequent 
performance. 

The suggestive association between the over-all length of the internship 
and residency and quality of physicians’ performances in some areas and 
the failure of association with others may be clarified by this finding that 
variation in the doctor's performance was found to be associated with his 
training in internal medicine. The effect of the length of training in 
internal medicine was therefore examined in relation to the specific items 
on which the physician's work was characterized. 

The association previously found for the whole was found for the parts 
although there was some variation. The doctors who had less than three 
months training in medicine scored better on history taking, physical exam- 
ination, laboratory use, therapy and preventive medicine than those with 
three months. The differences were small and not statistically significant. 
When either of these groups separately or in combination are compared 
with men whose training in medicine was of four or more months’ duration, 


a definite divergence is apparent. The latter group clearly was better 
and became better as their training was prolonged. It appeared that on 
the average passage from three to four months again represented a critical 
training interval or threshold at which an effect became manifest. The 
results are shown in Table 12. 

Similar results were obtained in comparison of specific functions with 
the doctor’s training score in internal medicine. The conclusion that the 


TABLE 12 


Relationship Between Training on Medicine and Performance 
of Specific Functions* 


Months of Medico! Training 
3 or less 4 5 


Number 41 17 18 

History 26.7 38.3 40.7 
Physical Examination 38.0 41.9 
Laboratory 47.1 50.5 51.1 
Therapy 33.6 45.4 43.5 
Preventive Medicine 58.9 67.8 68.2 
Records 34.1 60.9 48.2 


* Expressed as mean percentages of total possible weights which could be applied 
in each practice. 


length of a general practitioner's training on medical services is closely 
related to the care and diligence exercised in his practice is inescapable. 

In another section it has been shown that the average quality of a 
doctor’s work ultimately reflects the effects of age. It was reasoned that 
the favorable effect of medical training demonstrated above should be 
greatest on the younger physician closer in time to his internship or resi- 
dency. Medicine changes rapidly so some of the judgments being made 
were based on skills which some doctors have had to acquire while in 
practice and which others had learned in medical school or internship. 
Accordingly, the effect of training in internal medicine was compared with 
the doctors’ performance at various ages (Table 13). 


TABLE 13 


Relation of Length of Medical Training to Mean Qualitative 
Rank in Various Age Groups 


Qvalitati 
ive 

in months ~~ No. Ronk 

3 or less ............ 2.4 

4 or more .......... 3.5 


TORS 25 3.0 27 


The effects of training are apparent in the youngest age group where 
there is a significant difference between the mean rank of physicians with 
three months or less and those with four months or more training in 
medicine (P = less than 5 per cent). It may be deduced from the trend of 
differences between the means for the two groups on the basis of duration of 
training in internal medicine that the effects begin to disappear after age 
35. Although this is a cross-sectional study, certain inferences appear 
justified. It will be noted from the mean qualitative rank of the group 
with three months or less of training that physicians in the 36-45 age 
group are apparently better than those in the youngest and oldest age 
groups. Testing of this rise and fall in performance indicates that it is 
statistically significant. Thus, it would appear that physicians with less than 
three months training in internal medicine reach their peak performance 
during age 36-45 years. In contrast, those with four months or more of 
such training begin performance at a higher level and evidence a gradual 
decline with age. 

It would be contrary to logic to expect that physicians did not continue 
to learn in practice so that the improvement shown by the group with the 
shorter period of training may be real. Diminishing skill of physicians 
with longer periods of training may therefore be a composite trend deter- 
mined by opposing forces. While the effects of good training are wearing 
off this trend is opposed by the learning process in practice which, it may 
be assumed, operates in the case of the initially better physician as well 
as the initially poorer physician. It will be noted that significant differ- 


: 
28 - 35 = 

15 2.9 17 2.5 
9 3.3 10 24 
2.4 
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ences in the mean rank of the doctors in practice are present only in the 
youngest age group. The differences appear to persist into the 36-45 age 
group but are no longer significant. In fact, the linear component of the 
interaction between age and length of training is significant, indicating 
that the difference between the two training groups dissolves with age. 

The above figures are based entirely upon the ordinal or qualitative 
ranking. When the quantitative index with its much broader distribution 
is substituted, essentially the same trend and differences are found with 
relation to training. 

The training score calculated only on medicine for the 28-35 age group 
showed one significant relation to quality. The small number of doctors 
(5) with training scores below eight were performing at a lower level than 
doctors with higher scores. Although this calculation produced a linear 
relationship between score and quality, the linearity was insufficient to be 
significant. 

In a previous section dealing with medical education it was shown that 
quality of practice of doctors in the 28-35 age group was related to academic 
rank. Beyond this age the effects of performance in medical school are 
apparently lost insofar as they are reflected in practice performance. In 
Table 14 the relationship between academic rank and training in internal 
medicine and their effects upon the performance in practice for doctors 


TABLE 14 


Relationship of Medical School Rank and Length of Trainicg in Internal 
Medicine to Quality of Doctor's Work as Indicated by Mean 
Qualitative Rank in the 28-35 Age Group 
Medical School Rank 


Lowest Third 


eon Mean Mean Meon 
Qualitotive Qualitative Qualitative Qualitative 
No. N Rank Ronk Total Ronk 
Zor less... 2 4.0 4 2.8 4 1.3 10 24 
4 or more 3 4.3 10 3.5 2 2.0 15 3.5 
6 


Total... §& 4.2 14 3.3 1.5 25 3.0 


The following facts emerge from examination of Table 14: 


1. All men graduating in the upper third of the class exhibited a Mean Qualitative 
Rank (4.2), significantly different from men standing in other segments of their class in 
medical school (2.7) (P = 2°%/,). Men graduating in the lowest third of the class were 
ranked significantly lower (15) than other groups (3.5) (P = less than 0.1%,)}. 

2. Similarly, all men with four months or more of training in internal medicine 


ranked nt higher (3.5) than those with 3 months or less training in 


internal medicine (2.4) (P = 5%,). 

3. Men standing in the upper third of the class and having had four months or 
more of training in internol medicine (4.3) were, on average, better than all 
other groups (2.9) (P = 10°/,). Men graduating in the lowest third of the class 
and with three months or less training in internal medicine had a mean rank (1 3) 
significantly lower than all other groups (3.4) (P = less than 2%/,). 

4. In each specific third of the class, the differences between doctors with three 
months or less and those with four months or more of training in internal medicine 
were not significant. 

5. In each of the two training intervals, there is a significant linear relationship 
between medical school rank and quality of practice (P 5%.) 


‘Upper Third Middle Third 
of = 
69 


between the ages of 28 and 35 have been examined. 


Breakdown of physicians in the 36-45 age group by medical school 
rank and training, as was done in Table 14 for the 28-35 age group, 
shows that these differential eflects are no longer present in significantly 
measurable amounts. Substitution of years out of medical school for age 
in Table 14 produced essentially the same results as those shown. 


The comparison of the quality of work of physicians in the 28-35 age 
group by medical school rank and by training scores (instead of length 
of training) calculated for internship or residency in medicine only pro- 
duced results almost identical with those shown in Table 14. In the single 
age group under examination here (28-35 years) the quality of internship 
as defined at the beginning of this section does not appear to increase the 
significance of the results. 

When the length of surgical, pediatric or obstetric training is com- 
pared with mean rank of doctors at various ages, there was no association 
like that found for the medical internship. In addition, the time spent 
in obstetrical training and scoring of obstetrical training were compared 
with prenatal care given by the 50 physicians who practiced obstetrics and 
so could be ranked with respect to this question. No correlation was demon- 
strated between either duration of obstetrical training or obstetrical train- 
ing score and the quality of the physician’s prenatal care. The doctor's 
excellence in carrying out prenatal care increased directly with the amount 
of his training in internal medicine. — 


Miscellaneous observations on training 


Several medical schools award doctorates only after the student has 
completed an internship satisfactory to the medical school. This require- 
ment has probably justified its purpose of inducing students to take an 
internship. Doctors who had been graduated from schools with this rule 
had served internships in all types of institutions, including nonapproved 
hospitals. 


Doctors usually expressed satisfaction with their internship in contrast 
to their frequent dissatisfactions with their medical education. A typical 
doctor who had served an internship in an approved, though (in the 
authors’ opinions) thoroughly mediocre, nonteaching hospital stated, ‘““They 
taught us to do things and that’s what's needed in general practice!” A 
few of the doctors had served their internships or residencies in hospitals 
which could not seriously be regarded as training institutions. 


Another interesting finding was that doctors who, while in medical 
school, had planned to go into practice of internal medicine or pediatrics 
achieved an average qualitative rank which was significantly higher than 
that achieved by doctors who originally had planned to enter general 
practice or the practice of one of the other specialties. Although the former 
group did not rank higher in medical school and did not have longer 
periods of hospital training, they did have an average training period of 
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internal medicine which was significantly longer than the other doctors 
in the sample. 

It is interesting to note that the doctor’s journal purchase habits, which 
will be shown to be related to his excellence, showed no direct relationship 
with training in internal medicine. 


DISCUSSION 


A number of facts of interest emerged from the examination of the 
education and training of the doctors who participated in this study. It is 
well known that the South is economically and educationally different 
from the rest of the country and, in addition, has social problems which 
are not so acute elsewhere. The authors have long been concerned whether 
the results obtained in this study would be duplicated elsewhere. It has 
been the feeling of the research workers that the results obtained here 
represent human variation which would probably be found in other regions 
The training taken by these doctors is similar to the training taken by 
doctors in the country at large. They had received their training in a wice 
variety of hospitals in all parts of the United States. On the other hand, 
there was no other group of general practitioners with whom the present 
sample could be compared as to medical school performance. However, the 
physicians studied came from many medical schools and had exhibited all 
degrees of academic success, so there is no reason to assume an adverse 
selection. It can therefore be stated with considerable assurance that in 
terms of medical education and training the physicians who participated 
in this study are not evidently different from general practitioners at large 

The effects of medical education and training on medical practice have 
been presented in terms of mean qualitsiive scores. Although there can 
be little doubt of the statistical and practical importance of the variations 
of these means, it should be pointed out that the range of individuals in 
some of the classes was great. 

It was fortunate for the purpose of this study that the variation in 


academic performance and the length and quality of internship and resi 


dency training of the doctors was so variable, for it made comparisons with 
other measurable factors possible and meaningful. The finding that there 
was no strong relationship between such important facts as the over-all 
length of training or whether a doctor interned in a teaching or a non- 
approved hospital and the later quality of his practice was contrary to 
usual beliefs. It was found that performance in medical school and dura 
tion of training in internal medicine were directly related to performance 
in practice. This relationship lasts only a few years. The association between 
good performance in medical school and good practice will occasion 
little debate. 

It might be suggested that the association between training in internal 
medicine and quality of practice is an artifact due to the nature of the 
judgments made. The criteria used for description of the individual prac 
tices are emphasized more in internal medicine than in other disciplines 
Although these criteria deal almost exclusively with the problem of making 


a diagnosis, there can be little disagreement that this should be the central 
core or skill about which any practice is built. However, the doctors who 
were excellent in application of these skills were also good in all fields 
in which judgments could be made. As has been mentioned in a previous 
chapter, the physicians who were superior by these criteria were also the 
doctors who were most likely to exhibit some understanding and grasp 
of psychiatric problems, who practiced the most thorough well-child care, 
and who performed the most careful, diligent prenatal care. Doctors who 
did surgery as part of general practice and those whose practices were 
largely limited to obstetrics or pediatrics tended to be better than average. 
The differences did not reach statistical significance for any group. This 
would, nevertheless, seem to confirm the belief that the standards used 
contained no bias with respect to fields other than internal medicine. It 
is possible that different criteria applied to aspects of practice not con- 
sidered in this study might have produced different results. Operative 
obstetrics or surgery judged by an obstetrician or a surgeon might have 
reflected specific training just as directly as the skill in history taking, 
physical examination and use of the laboratory reflect medical training. 

No association was found between length or quality of training in 
obstetrics and the quality of prenatal care rendered. Conceivably, a doctor 
might exhibit great skill and judgment in delivering his patients even 
though the prenatal care he rendered left something to be desired. How- 
ever, this concept would be completely inconsistent with the observations 
previously mentioned that the quality of practice is not a compartmental.- 
ized but an overall characteristic. 

The inconsistent effects of training on various services upon later 
performance suggest several explanations. There is the possibility that 
general practitioners have been selected. There is no way of knowing if 
any hypothetical selection for general practice may have been due to lack 
of interest in any specialty field. The possibility of explaining these differ- 
ent effects on a divergence in the quality of training on various services has 
been suggested. During the course of this study the dean of one medical 
school pointed out that the careful, diligent habits of inquiry taught 
on some services are frequently not matched or unlearned on other services. 
However, if the quality of training were an important factor, there should 
be also a difference between men trained in teaching hospitals (with their 
full-time staffs and greater attention to teaching) and those trained in 
nonteaching or even nonapproved hospitals. No regular difference was 
found, The possibility that more able or interested physicians seek out 
longer training in internal medicine must be considered. In the authors’ 
experience, however, medical students seeking rotating internships select 
hospitals for many reasons rather than specifically for the amount of train- 
ing in internal medicine. 

The most plausible explanation for these findings lies in the character 
of medical training. It is here where the techniques of history taking and 
the physical examination are taught and the laboratory is used most fre- 
quently. On medical services a holistic approach is generally more evident, 
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in contrast with obstetrics where major attention is necessarily given to 
pregnancy and its problems, or surgery where certain diseases and special 
techniques are likely to be stressed. Why pediatrics did not have an effect 
like internal medicine remains ywnexplained. The rather recent develop 
ment of pediatrics as a separate service and the still general inadequacy 
of both education and training suggest themselves as possible explanations.’ 


A positive association of education and training with practice was clear 
in the case of the younger doctors. Students learn at different rates. Some 
physicians had probably mastered the clinical method rapidly as was at 
tested by their superior academic performance and the fact that they were 
better doctors. Other physicians gave evidence of slower acquisition of 
clinical skill. They were not outstanding students. With longer training in 
internal medicine they became better doctors. If their training was short 
they failed to acquire the necessary clinical skills. 

Human variability in speed of mastering a complex skill character 
istically shows a normal distribution and it seems probable that this is 
the phenomenon being measured. If this is the case, the one year of rotating 
internship which is the usual training for general practice does not pro 
vide long enough training, particularly in internal medicine, to permit 
many physicians to master the clinical method. Forty-two of the 76 phy 
sicians for whom details of training were available had spent three months 
or less on the medical service. 

Among physicians beyond age 35 several differences are found in the 
quality of work as related to education and training. First, the effect of 
academic performance is no longer identifiable. Next, the differences in 
performance as they related to training in medicine in the 36-45 year age 
group are less than those exhibited by the younger group. While the well 
trained physicians showed little difference from the younger age group, 
the less well trained doctors in the 36-45 age group appeared to be better 
It can be inferred that the less well trained men continued to learn while 
in practice. After age 45 there are no longer any identifiable associations 
between education or training and practice. Lastly, the decades beyond 
age 45 are accompanied by a gradual decline in the over-all quality of work 

It seems likely that the individual's interest in medicine contributes to 
these many differences. There were physicians who had been good medical 
students and had received good training, who were not exceptional phy 
sicians. There were others whose performance as students was unusually 
poor, whose internships were of indifferent quality, who nevertheless became 
superior physicians. While the quality of practice tended toward an average 
with increasing age of the physician group there were older physicians 
whose performance was superior and whose practices showed every evi 
dence of continuing improvement. The identification of the individual 
who will become a good doctor despite indifferent training or the doctor 
whose interest in practice will not lag after a few years will probably be 
as productive of better quality of practice as any other measure 


1. “Child Health Services and Pediatric Education,” The American Academy of 
Pediatrics, published by the Commonwealth Fund, New York, (1949) 


73 


The Physician's Medical 
Intellectual Life 


A. Refresher Courses 


OSTGRADUATE MEDICAL EDUCATION is a relatively new development. Writ- 

ing in 1940, the Commission on Graduate Medical Education stated, 
“Twenty years ago any widespread use of postgraduate education as so 
defined was almost unknown, but in the interim it has developed rapidly 
until today scarcely any region in the country is without some form of post- 
graduate opportunity.”' It is probable that between 1940 and the present 
time the amount and variety of postgraduate education offered to prac- 
ticing physicians has again increased markedly. Vollan, indeed, found that 
among a group of doctors who answered a questionnaire, over 75 per cent 
had attended some postgraduate courses in the preceding five years and had 
averaged seven days per year.2 He noted the probable bias created by his 
questionnaire and estimated a realistic average was close to four days per 
doctor per year. He noted further that over 2,000 postgraduate courses 
involving a total of 140,000 hours were given in 1953. Time devoted to 
postgraduate education diminished among doctors who had been out of 
medical school longer. 

Various discussions of the purposes and the ends of postgraduate educa- 
tion agree quite well. One may start with the objectives of undergraduate 
medical education as enunciated recently in the Journal of Mepicav Epvu- 
CATION.’ It is stated that the medical school does not assume responsibility 
for providing each student with a detailed systematic body of knowledge 
concerning each and every medical and related discipline. The specific aims 
related to postgraduate study therefore follow logically, “to help the student 
establish essential habits . . . of continuing self-education.” The Commission 
on Graduate Medical Education stated as its first basic principle of post- 
graduate medical education the following: “Postgraduate medical education 
should aim to keep the physician abreast of current knowledge in his present 
field of practice.”* All writers in this field emphasize the difficult nature of 
the practicing physicians’ problems in confronting a rapidly changing field. 


. Graduate Medical Education, Report of the Commission on Graduate Medical 
Education, University of Chicago Press (1940) 
Vottan, D. D.: A lecture delivered before the 50th Annual Congress on Medical 
Education and Licensure, February 1954, Chicago. 
The Objectives of Undergraduate Medical Education, J. Med. Educ., 28: 57-59, 
(1953) 

. Graduate Medical Education, Report of the Commission on Graduate Medical 
Education, University of Chicago Press (1940) 
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The field of postgraduate medical education is obviously one that is 
expanding and appears to be rapidly burgeoning into newly found impor 
tance. The large numbers of symposia given by medical schools, medical 
societies or local academies of medicine, the educational requirements of 
the American Academy of General Practice, and the recent and interesting 
experiments with television all give evidence of the activity within the field. 
These together with circuit riding in Kansas,! and the comprehensive pro 
gram of the Bingham Associates in New England show the varied experi 
ments being undertaken in educational methods. For a comprehensive 
treatment of this subject the reader is referred to the recently published 
study by Vollan.? 


METHODS OF STUDY 


In addition to attempting to learn whether the doctor had any specifi 
program or plan of postgraduate education, a list was made of the specifi 
medical society meetings which he had attended during the previous twelve 
months. It was often found that the doctor could not remember the exact 
number that he had attended but his estimate in each case was accepted 
Some medical societies have very active educational programs in connection 
with their meetings whereas others have only infrequent speakers or clinical 
discussions of any sort; so the character of the society meetings was often 
recorded. The doctors were also asked about postgraduate courses attended 
during the previous 12 months. The subject of the course and the duration 
in days were noted. Lastly, the doctor was queried as to the number and 
type of hospital and other staff meetings that he had attended. 


A simplified procedure was adopted for totaling the amount of time which 
a doctor spent in postgraduate work. The system, which is described below, has 
tended to give too much credit to the doctors who do small amounts of post 
graduate study and too little to doctors who do a large amount. Nevertheless, 
it has produced a good spread. Under this scheme the doctor was given credit for 
a single hour of postgraduate study for each medical society or hospital staff 
meeting attended. If the hospital staff or the medical society limited itself to 
business with no clinical meetings, no credit was given. For each full day of post- 
graduate work, four hours’ credit was given. Attendance at the State Medical 
Society meeting was allocated four hours’ credit. District medical society meet- 
ings were credited with a single hour. The University of North Carolina con- 
ducts a series of courses throughout the state which include afternoon and 
evening sessions. Two hours of credit were given for each of these meetings 
Information as to attendance at recognized regional or national meetings was 
also obtained. The length and character of the many meetings reported are 
diverse, so credit for 12 hours of study was arbitrarily assigned for attendance 
at each. Four hours were also allocated for each day of formal course study 

The conventions set out in the previous paragraph are approximations only 
and are therefore called “credit hours” hereafter to emphasize this point. The 
tenuousness of equating credit hours with education will be readily understood 
by the reader. 


RESULTS 


Amount and types of postgraduate study 


Among the 94 doctors visited, it was possible to get a history of educa 
tional activities in 93 instances. The amount of postgraduate education 


1. Diamonp E. G.: JAMA, 156: 95-97 (1954) 
2. Vottan, D. D.: JAMA, 157: 703-708, 912-920, 1119-1125, 1902-1909, 1492-1498 (1955 
Ibid, 158: 39-43, 184-187, (1955) 
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undertaken varied from 0 hours per year to 110. Among the 93 doctors there 
were 38 who had a formulated plan or program of study. There were a few 
doctors who stated they had no definite plan of study but it was quite clear 
from their remarks that they had a policy with respect to postgraduate edu- 
cation. Twenty-one of the doctors who were given credit for having a study 
plan used or gave as their plan the requirements of the American Academy 
of General Practice. The number of doctors who had a formulated plan 
of study increased materially with the amount of postgraduate activity 
undertaken. 

Various attempts were made to subdivide the doctors on the basis of 
the number of credit hours of study. Reasonable groupings were obtained 
by separating the doctors as follows: Less than 20 hours, 20 to 39 hours, 
40 to 59 hours, and 60 hours or more. There were 30 doctors who were given 
credit for less than 20 hours of postgraduate study in the preceding year. 
In general the doctors in this group attended only the county medical 
society meetings and, where available, the local hospital staff mectings. 
There were a few doctors who attended virtually no clinical or scientific 
meetings. 

There were 24 doctors who were given credit for doing 20 to 39 hours 
of postgraduate work in the preceding year. Among this group of doctors 
there was conspicuous attendance at medical society and hospital staff meet- 
ings, and in addition, most of the doctors did from one to three days post- 
graduate work during the year. 

In the group given credit for 40 to 59 hours of postgraduate study, there 
were 24 doctors. Among this group attendance at medical society and hos- 


pital staff meetings was pronounced; with few exceptions, they also attended 
numerous study or refresher courses organized for general practitioners. 

The final group of doctors, 15 in number, who received credit for more 
than 60 hours of postgraduate education were, of course, the most active 
group of all. 


For example, one doctor in this group who complained about the fact that 
he was too busy to meet the study requirements of the AAGP, had a very active 
intellectual life in his own community. Staff meetings at several hospitals, = 
section meetings in obstetrics and surgery, all of which were of a clinical char- 
acter, gave this man almost biweekly meetings to attend. One doctor in this 
group who received credit for about 90 hours of postgraduate work during the 
preceding year had attended nine county medical society meetings, the state 
medical society meeting, several district meetings, the Southern Medical Asso- 
ciation meeting, the American Medical Association's annual meeting, several 
regional meetings of the Academy of General Practice, the highly technical meet- 
ings of two specialist societies, in addition to attending two postgraduate sessions 
totaling about five days. He also regularly attended all his local hospital staff 
meetings. The most remarkable doctor of the whole group was one from a 
very small town who was intensely interested in one of the medical specialties 
Many of the meetings which he attended were among the most specialized and 
technical in the country, at which he frequently discussed his own somewhat 
tentative and hesitant research activities with some of the best known authorities 
in the field. 


In Table 15 the doctors are classified by the credit hours devoted to 
postgraduate study in the preceding year as compared with their activities 
in formal graduate work. Under “formal scientific sessions” are grouped 
all postgraduate courses given at universities, symposia or special meetings 
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TABLE 15 
Relation of Amount of Postgraduate Work to 
Attendance at Formal Scientific Sessions 
Total Credit Attended Formal Meetings 
0-19 30 9 30.0 
20 - 39 24 22 91.7 
40-59 24 24 100.0 
60 plus hours 15 14 93.3 
Totals 93 69 74.2 


sponsored by medical societies, special courses as well as meetings of medical 
organizations such as the State Medical Society and the American Medica! 
Association at which there are extensive clinical and scientific programs 
The meetings so classified are more costly in terms of money and absence 
from one’s practice than the local hospital or county society meetings. They 
also require careful planning and may therefore be assumed to be indicative 
of greater interest in continuing study . . . 69 of the 93 doctors or 74 per cent 
had attended some formal postgraduate medical course or scientific meeting 
in the preceding year. 

The types of meetings attended are given in Table 16, where they have 
been grouped according to subject matter. The list contains the meetings 


conducted by universities and other recognized bodies, special symposia 
sponsored by county medical societies or specialist groups and meetings such 
as state or national medical societies which are usually of a general character 


TABLE 16 


Types of Formal Postgraduate Meetings 
Attended by 69 Doctors in Sample 


No. Attended 


Cardiology 
Pediatrics 
Psychiatry 
Geriatrics 
Endocrinology 
Industrial Medicine 
Liver Disease 

Physiology and Medicine 


Subject 
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Over 50 of the general meetings attended were state or national society 
meetings. It can be seen that meetings of a general character were by far 
the most common type selected. Meetings treating with electrocardiography, 
obstetrics and gynecology, surgery, cardiology and cardiovascular disease, 
and pediatrics enjoyed considerable popularity. Other meetings dealing 
with geriatrics, psychiatry, endocrinology clearly indicate a high degree of 
special interest in these subjects on the parts of the physicians attending. 

General practitioners are busy people and fairly careful planning is 
usually necessary before the doctor can take time to attend meetings. 
Although quite a few doctors in this sample had attended meetings in 
distant parts of the country, the bulk of the postgraduate work was done 
locally. Since meetings of a general character are widely available locally 
this may explain their apparent popularity. 


Place of practice and postgraduate study 


When the amount of postgraduate work done is compared with the 
location of the doctor's practice (Table 17), it can be seen that the popula- 
tion of the city or town in which the doctor practices has some influence on 
the amount of his postgraduate education. In the case of larger cities active 
hospital staff organizations encourage extensive attendance at clinical 
meetings. Among the physicians practicing in cities of more than 50,000 
population there is only one who was given credit for less than 40 hours 
of postgraduate education in the preceding year. 


TABLE 17 
Relationship of Credit Hours of Postgraduate Study to 
Population of Place of Practice 


Population, Credit Hours A ; 
of practice 0-19 20-39 40-59 plus 


Under 1,000 7 4 10.9 
1,000 2,499 7 40.9 
2,500 9,999 10 34.5 
10,000 49,999 a § 32.8 
50,000 and over 59.4 
Totals 36.0 


It appears that frequent attendance at scientific meetings was not char- 
acteristic of doctors in towns of less than 1,000 population. There were pro- 
nounced differences between physicians in towns of 1,000-2,499 and those 
practicing in towns of less than 1,000 population. The former physicians 
did more formal postgraduate study than physicians practicing in most 
other communities, while the group practicing in the smallest villages were 
different from all other physicians in the small total amount of time allocated 
to postgraduate study. 

There were quite a few doctors who remarked that they wished that 
some form of regular postgraduate medical education were available in 
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their area. Such statements were frequently made by doctors who suffered 
from real isolation in the coastal areas or in the mountains, but they were 
also heard with considerable frequency from doctors whose travel problems 
could not be regarded seriously. Distance per se was often not so much a 
problem as the physician's responsibility to his patients. When he has a 
patient in labor the physician will attend a local meeting but usually will 
not feel free to leave town. In view of the difficulties encountered by the 
doctor in attending scientific meetings, it seems likely that the character and 
frequency of the meetings attended often is determined more by availability 
than by what the physician may desire. The frequency with which city physi 
cians attend meetings testifies to the importance of locally available sessions. 
However, among physicians who had to leave their practices to study or 
attend meetings, the factor of distance was an individual matter deterring 
some but not others. 


Income and postgraduate study 


Postgraduate study obviously must be paid for and it is not cheap. Losses 
due to absence from practice must be added to course fees and traveling 
expenses in calculating its true cost. It was expected that there would be a 
correlation between the doctor’s income and the amount of postgraduate 
study. Surprisingly little was found. In the case of net income there was 
no indication of any relationship. There is a slight increase in the amount 
of postgraduate work as the doctor’s gross income rises, but the amount is 
not great and appears to be of no practical importance. 


Age and postgraduate study 


There is a generally held opinion that recently graduated doctors have 
better habits of study than do the products of earlier medical education 
The relationship between age and postgraduate study is shown in Table 
18. The amount of postgraduate work undertaken by the doctors of various 
age groups was fairly uniform except for doctors in the youngest and oldest 


TABLE 18 


Distribution of Doctors by Age and Amount 
of Postgraduate Work in Preceding Year 


Credit Hours Postgraduate Study in Yeor Average Hrs. 40 brs. 

20:39 40-69 60 & Over Totes 
3 2 0 0 5 18.4 
10 10 10 37.6 
W 42.2 
3 38.5 
60 & over... 5 8.5 
Totals 30 24 35.9 


Percent 
doin 


decades studied, both of whom did considerably less. The youngest physi- 
cians who are establishing practices probably have less time for study, 
whereas those in the oldest age group are approaching the age of diminished 
activity or retirement and consequently would be expected to exhibit less 
interest in this field. The steady increase in the amount of postgraduate 
study to a maximum in the fifth decade of life and a diminution thereafter 
suggests that the physician's age is a most important factor. The last column 
shows the percentage of physicians of different age groups undertaking more 
than 40 hours of postgraduate study in the preceding year. It can be seen that 
most was done by doctors in the fifth decade. The increasing amount of 
postgraduate work which was referred to in the introduction to this section 
seems to be characteristic of all doctors and not the prerogative of the more 
recent medical graduates. 


Group practice and postgraduate study 


It is generally assumed that partnerships and group practice facilitate 
postgraduate study. Examination of the data shows that a somewhat higher 
percentage of physicians in groups did “formal” postgraduate study and 
that they also did slightly more postgraduate study than physicians in solo 
practice. The differences did not quite reach statistical significance. Con- 
ceivably a larger sampling might have shown that the difference is real. 
The observed differences were not great and one must conclude that the 
fact of having or not having a partner is not a major determinant of the 


amount of time a physician devotes to study or meetings away from his 
practice. 


Medical education and training and postgraduate study 


Successful students would be expected to exhibit good habits of study 
to a greater degree than students who were less successful in medical school. 
Academic success in medical school was therefore compared with habits of 
postgraduate study. Doctors who graduated in the top third of their medical 
class averaged 40.8 hours of postgraduate study, those in the middle third, 
$1.9 hours, and those in the bottom third, 37.6 hours per year. The differ- 
ences are small and inconsistent. It is only possible to conclude that the 
characteristics of a doctor which, on one hand make for success in medical 
school and those which, on the other hand, cause him to continue his medical 
studies in practice as evidenced by attendance at scientific meetings or post- 
graduate study are not closely related. 

The type and length of internship might also be expected to shape a 
doctor's postgraduate study habits in the same direction as would be expected 
from his medical education. In comparing the length of the doctor's train- 
ing with postgraduate study no consistent relationship was found. It appears 
that the doctor's postgraduate study habits are not influenced significantly 
by the length of his training. This result is at variance with Vollan’s demon 
stration of an apparent linear relationship between length of training and 
mean number of days of postgraduate work per year.' Nonresponse to 


1. Vottan, D. D.: JAMA, 157; 912-920 (1955) 
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Vollan’s questionnaire was quite high and hence self-selection may have 
altered his results. No significant relationship between internships in teach 
ing or other hospitals and subsequent postgraduate study habits were found 
Training in internal medicine which was shown to have a closer relation to 
the quality of a doctor's work showed none with postgraduate study. 

In the section dealing with internship and residency, a training score 
that gives credit for the defined quality of training as well as its length is 
described. Comparison of the training score with postgraduate study again 
revealed no relationship. It may be concluded that quality and length of 
training taken together are not decisive in shaping the doctor's postgraduate 
study activities. 


Effect of postgraduate study on the physician's qualitative rank 


In Table 19 the qualitative grades assigned are compared with the 
physicians’ postgraduate study. There are increased amounts of study 
associated with the top rank and smaller amounts with the lowest rank. 
The small differences are not significant. 


TABLE 19 
Distribution of Physicians by 
Postgraduate Study and Qualitative Rank 
Postgraduate Qualitative Rark 


Mean 
Quelitative 


2.61 
3.21 
2.58 
2.43 


Average Hours 
Postgraduate 
Study in Year 


Determination of the mean rank grades for each postgraduate group 
showed a concentration of superior physicians doing 40-59 hours annually 
This group is significantly different from the other three (P is less than 5 
per cent). Why there is a concentration of the best physicians in this group 
is not known. As can be seen, some of the superior physicians undertook 
very little educational work and some of the poorest were among the most 
assiduous postgraduate students. The distribution obtained suggest’s that 
rank and study are not related in linear fashion. It is interesting to note 
that Vollan suggested a mean of 50 hours of postgraduate study per year 
is a “reasonable amount” to expect. The concentration of better physicians 
about this mean may indicate that this is indeed the case. 


1. Vottan, D. D.: JAMA, 158: 184-187 (1955) 


60 & over ................... 1 1 5 4 2 
6 7 6 5 
3 6 7 6 
15 27 23 16 
| 47.0 35.5 37.5 36.3 27.7 
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It is possible that attendance at meetings away from the doctor’s home 
might be indicative of greater interest and keenness than the total credits 
given for postgraduate study. Accordingly, a comparison was made of doctors 
who attended only local hospital and county society meetings and the others 
who undertook attendance at meetings and courses which took the doctor 
away from his practice and are designated as “away” in Table 20. Doctors 
whose postgraduate work was limited to attendance at local medical society’ 
and hospital staff meetings (the zero group of Table 20) ranked con- 
spicuously lower than doctors who did some formal postgraduate study. 
Among the latter group it appeared to make no difference whether the formal 
postgraduate study was in excess of 40 hours per year or less than 10. The 
weighted averages as calculated above for the whole group doing some 
formal postgraduate study was 2.93, compared with a weighted mean rank 
of 2.04 for those doing none. This can be interpreted in two ways. Either 


good doctors tend to do formal postgraduate study or doctors are made 
better by doing it. 


TABLE 20 
Relationship Between Attendance at “Away” Postgraduate 
Courses and Quality of Physicians’ Work 


Hours ‘‘Away"’ No. 
Postgraduate Study Doctors 


0 22 
1-9 
10-19 
20 - 29 
30-39 
40 & over 


Some observations of meetings and study problems 


During the course of this investigation opportunities presented them- 
selves to attend a number of meetings of a clinical or scientific character 
with practitioners. Much of the postgraduate education offered the prac- 
titioner is concerned with therapeutic procedures and often with the new 
est methods of “handling” and “managing” patients in terms of therapeutic 
procedures. The variability in the skills and practices of the doctors is such 
that some of them may benefit considerably by this type of discussion, 
whereas others need teaching concerned with basic essentials such as the 
performance of a physical examination or study of the common heart sounds. 
Much of this type of education is given without first making the necessary 
examination so as to know what is needed. The extent or complexity of 
many lecture subjects was patently too great for many practitioners to 
absorb in a single short session, e.g., recent advances in the diagnosis and 
treatment of anemias. 

Quite a few of the physicians in this study had tried to learn electro 
cardiographic interpretation, as an example, through attendance at seminars 
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Mean 

Rant 
2.04 
3.06 
2.73 
2.72 2-93 
3.22 
3.00 
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or short courses. Most of them had been brought to a stage of confused 
acquaintance with the subject. Lectures clearly cannot substitute for super- 
vised experience in learning electrocardiography and many other specialized 
techniques. Suitable opportunities to master special skills would appear to 
be important to help physicians broaden the effective scope of their practices. 

During the course of this study it was found that quite a few of the 
medical societies attempted to provide speakers and leaders of clinical dis- 
cussions from among their own membership. No systematic attempt was 
made to catalogue opinions as to the success of these laudable ventures but 
the physicians were often dissatisfied with what were described as “only 
local speakers.” Several doctors stated that it was their policy to attend 
only those medical meetings at which a speaker came from a medical school. 

Contact with colleagues is often mentioned as an important educational 
medium. It was the impression of the observers that contacts between doctors 
did not usually involve medical problems; discussions concerned fishing, 
social life, or almost anything except medicine. This will be mentioned 
further in a succeeding chapter. 


DISCUSSION 


The virtues of refresher courses or other types of postgraduate study 
have been so generally assumed that it is with some hesitancy that their 
value is new questioned. The data which have been presented do not show 
that postgraduate education as conducted at present influences practices 
greatly. In Table 19 it was shown that the very best doctors did the most 
postgraduate work and the poorest, the least. The ranges were great and 
the variation in means small and not significant. One interesting observation 
which appeared from this tabulation was that there appeared to be a mod 
erate amount of study that was characteristic of good doctors. That is, 
there were significantly more of the superior physicians doing 40 to 60 hours 
of postgraduate study than there were doing either larger or smaller amounts 
This would tend to suggest that doctors who do more than 60 hours of 
postgraduate study annually may be doing more than is necessary for their 
purposes, or that interest in medicine or study may not be their primary 
motivation in attending medical meetings. 

The association of postgraduate study with age is at variance with other 
studies. Doctors in the fifth decade of life showed the greatest attendance 
at postgraduate sessions. This may be due to a combination of circumstances. 
This is a time when the doctor's income is high and has been high for 
some time so that the cost of postgraduate education may be less of a 
problem. By the fifth decade the doctor has been out of medical school 
sufficiently long so that the need for refresher training may be felt to a 
greater extent than in his earlier years. The fact that very young doctors 
did considerably less postgraduate study may be due to the heavy demands 
of practice, smaller economic resources and possibly less need for vacations 
from practice. Among the physicians in the sixth and seventh decade, many 
were found to be making deliberate efforts to reduce the size of their prac 
tices. In the oldest age groups it is to be expected that the physician's atten 


8% 


tion to postgraduate study might be less. The fact that medical school and 
internship and residency training had so little influence on postgraduate 
study habits runs counter to usual beliefs. 

The size of the community where the doctor practiced was related to 
his postgraduate study habits. The largest amounts were undertaken by 
doctors in towns with a population between 1,000 and 2,500 and in large 
cities with population over 50,000. It is a point of some interest that the 
isolation of the rural physician is not universal or complete as is evidenced 
by the fact that some small town doctors were among the most frequent 
attenders at postgraduate meetings. The rather active attendance at meetings 
which is characteristic of doctors in towns of 1,000 to 2,500 was in marked 
contrast to those in towns of less than 1,000. 

Doctors who did no “formal” postgraduate study were on average quali- 
tatively a different group than doctors who did “formal” postgraduate study. 
The fact that increasing amounts of formal postgraduate study were not 
associated with an increase in the quality of the doctor’s work would strongly 
suggest that a breakdown on this basis has resulted in a selection of two 
types of men. It cannot be denied that postgraduate education may have a 
favorable effect on the doctor's practice but such an assumption could be 
held with greater certitude if increasing amounts of formal postgraduate 
education were accompanied by better performance. 

Observations made in the course of attending clinical meetings have 
been referred to above. A recent article by Ellis embodies many of the 
criticisms of continuing medical education which the present authors hold.' 


B. Medical Journals 


The general practitioner, like other physicians confronted with a chang- 
ing body of knowledge, has the vexing problem of “keeping up” with the 
medical literature. In this section, his success in this arduous task will be 
considered. 


METHODS OF STUDY 


Each doctor was queried as to the number of journals which he pur- 
chased. The doctors’ unsolicited comments about the various journals were 
recorded in a large number of instances. All of the studies which will be 
presented below with respect to the doctors’ reading and study habits have 
been phrased in terms of “journal purchases.” Though an attempt was made 
to determine the doctors’ reading habits, this was estimated at best and 
often patently inaccurate, so it was felt that nothing would be contributed 
by using these observations. The number of journals purchased, on the other 
hand, is probably an accurate figure. This convention has, of course, involved 
the assumption that doctors who purchase more journals do more reading. 
In general, this is felt to be true. 


1. Evsus, L. B.: New England J. Med., 250; 243-246 (1954) 


RESULTS 
Number and journals purchased 

The distribution of physicians by the number of journals purchased is 
shown in Table 21. The variation in this characteristic is as great as othe: 
aspects of practice examined. It will be noted that the mode is purchase 
of four journals. The average is 4.09 per physician. 


TABLE 21 
Distribution of Physicians by 
Journals Purchased 
No. of Journals . of Physicians 
4 
14 


Total 


The number and variety of journals taken by the group of general prac 
titioners in this sample was remarkably diverse. In the accompanying list 
the frequency with which various journals were purchased or received is 
shown. 


Number Number 
Journal Purchasing Journal Purchasing 
J. Am. Med. Assn en Tri-State Med. J , 
North Carolina M. J or J. Internat. Coll. Surg 
GP . Obst, Gyn. .... 
M. Clin. North America “4 Am. J. Dis. Child 
South, M. J sy 2 Medicine .... 
Postgrad. Med. ..... sesene So. Gen. Prac. Med. Surg 
Geriatrics ve 
S. Clin. North America - 
Am. Practitioner . one G Surg. Gyn. Obst.. 
Ped. Clin. North America 
Ann. Int. Med....... Lancet 
Arch Int. Med... pot Ann. Surg 


In addition to the 24 journals listed, there were another 21, each of which 
was received by a single doctor. Included in the latter category were the follow 
ing: Eye, Ear, Nose, Throat Mon.; J. Clin. Path.; Practitioner; Quart. Rev. Surg., 
Gyn., & Obst.; Virginia M. Month; Year Book Ob. Gyn.; GP. Clin. North Amer 
ica; Indust. Med. & Surg.; J. Clin. Endrocrinol.; Proc. Staff Meet. Mayo Clin 
Bull M. Hague Hosp.; Gastroenterology; Diabetes; World Med. J].; J. Bowman 
Gray Sch. Med.; Am, J. Roentgenol.; New England J. Med.; Am. J. Obst. & Gyn 
Surgery; South Carolina M.J.; and Am. Heart J 


The general purchase of the Journal of the American Medical Associa 
tion and the North Carolina Medical Journal is understandable. The 


North Carolina Medical Journal is provided with membership in the Society 
and in the past this was also true of the Journal of the American Medical 
Association. Other commonly purchased journals such as GP, and South, 


M.]J. are also given with society membership and in some instances this may 
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contribute to their apparent popularity. Some among the more popular 
journals are clearly designed for the professional needs of the general prac- 
titioner. Among all practitioners the purchase of specialty or more technical 
journals increases as the number of journals to which the doctor subscribes 
increases. 


Influence of place of practice on journal purchases 


In Table 22 the journal purchase habits of the doctors have been com- 
pared with the population of practice site. In the previous section it was 
demonstrated that in terms of postgraduate education the isolation of rural 
physicians was no greater than that of their urban counterparts. In the 
matter of journals this again appears to be true. On an average rural prac- 
titioners purchased 4.7 journals compared with 3.7 journals purchased by 
their urban colleagues. The further breakdown by population presented 
in Table 22 shows that doctors in the smallest towns purchased the fewest 
journals, whereas those in towns of 1,000 to 2,500 purchased more than any 
other single group. With increasing population of the site of urban practice 
the number of journals diminished. This may be related to the fact that 
larger cities have more extensive hospital facilities and correspondingly more 
extensive medical library facilities. As with most characteristics, the indi- 
vidual variation was great. While the variation in means is significant, the 
tabulations shown have little predictive value for the individual physician. 


TABLE 22 
Distribution of Doctors by Number of Journals Purchased and by 
Population of Place of Practice 


. Average No. 
Population of Place of Practice Doctors Journals 


Less than 1,000 2.7 
1,000 - 2,499 5.8 
2,500 - 9,999 4.1 

10,000 - 49,999 3.4 

50,000 and over 3.3 


Effect of income on journals purchased 


The number of journals purchased varied directly and consistently with 
the doctor's income. For example, doctors with net incomes below $5,000 
averaged 2.6 journals. With a single exception, increases in income were 
accompanied by an increase in the average number of journals purchased. 
Among the doctors with net incomes in excess of $30,000 per annum the 
average was 8.4, over three times as many as the average number purchased 
by the lowest income group. Since it will be shown that income and the 
quality of a physician's work show no association, it appears that the physi- 
cian’s journal purchase habits are related to or affected by more than one 
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TABLE 23 
Number of Journals Purchased in Relation to Age 
of Doctors 


No. 
Dectors 


observable characteristic of practice. As with other characteristics, these 
averages are based on wide ranges. 


Physician's age and journal purchases 


In the previous section it was shown fia: postgraduate study habits of 
general practitioners varied considerably with age. In Table 23 a similar 
comparison has been made with the journal purchase habits of the general 
practitioners. Whereas in the first comparison it was found that the youngest 
and the oldest practitioners did less postgraduate study, in the case of the 
journals it is found that there are no essential differences in journal pur- 
chases until the sixth decade is reached when the number begins to decline 
and appears to do so steadily thereafter. The consistency of these results 
leaves little doubt as to their reality. 


Medical education and training and journals purchased 


The qualities which make for a successful student might be reflected in 
a more studious doctor. Therefore, in Table 24 a comparison has been made 
between the doctor's medical school rank and the purchase of journals as 
a practitioner. It can be seen from the averages presented in the right hand 
column that there is indeed a small progression in the journal purchase 
habits of doctors from the lowest to the top third of the medical class. While 
the rate of increment shows a linear trend, the differences are small and 
would not seem to be of great practical importance. 


TABLE 24 
Number of Journals Purchased in Relation to 
Doctor's Rank in Medical School 
Medical School 
Ronk 
Lowest third 
Middle third 
Top third 


Ne. 
Purchased 
5 4.5 
42 
44 
3.6 
Meen No. 
Journals 
Purchosed 
3.9 
4.1 
44 
87 


An attempt has been made to compare training and the doctor's habits 
with regard to the purchase of journals. It is reasoned that the length and 
the quality of the internship should contribute to the doctor's reading and 
study habits. However, in comparing the length of training and journal 
purchases, no association was found. Several further examinations failed to 
indicate that the quality of training influenced journal purchases detectably. 
Medical internship, which has previously been shown to have a marked 
association with the quality of a doctor's work, has no identifiable effect 
upon journal purchase habits. 


Quality of physician's work and journal purchases 


A most important fact about journals is their relation to the quality 
of the doctor's work. This has been examined in Table 25. Unlike post 
graduate education in which increasing amounts did not definitely distin- 
guish better doctors, journal purchases seem to vary, on an average, directly 
with the qualitative assessments which have been made. The regular in- 
crease in the mean number of journals purchased with better quality of 
work leaves little doubt of the significance and importance of the associa- 
tion. Postgraduate study often takes the doctor away from his practice and 
may provide at least a change, if not a vacation, whereas the purchase olf 
journals represents an outlay of money whose main return to the doctor 
will be in increased education. The better doctors characteristically ap 
peared interested in medicine and in their patients. They also exhibited 
a curiosity about the meaning of their patients’ complaints and signs, which 
would be expected to be associated with studious habits. However, some 
very good physicians purchased very few journals and some poorer physi 
cians purchased many, so the trend found again is of little value in pre 
dicting individual performance. 


TABLE 25 
Distribution of Doctors by Quality of Work 
and Number of Journals Purchased 


Qualitative Rank o. of Jo Average No. 
Journals 


5.7 
5.1 
4.2 
3.8 
3.1 


Relation of postgraduate study to journal purchases 


Attending meetings and reading journals are the main resources, apart 
from individual experience, upon which the practicing physician must de- 
pend in maintaining and augmenting his clinical skill. A comparison between 
the doctor's postgraduate study habits and the journals purchased is pre- 
sented in Table 26. It can be seen that the average number of journals 
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| 3 2 2 
3 4 6 
5 10 9 
ne 5 9 4 
| 3 6 1 


TABLE 26 
Relationship Between Postgraduate Study 


ond Number of Journals Purchased 


Postgraduate Averege 
Study in Hours 


No. of Journals 
4.2 


5.5 
4.0 
3.0 


purchased increases as the doctor's study time increases up to 60 hours per 
year. Above this level there is no further increase in the purchase of journals 
The range in the number of journals purchased increases as the number 
of hours of postgraduate study increases. This means that the opportunity 
for individual variation increases as the doctor devotes more time to his 
continued education. 


Physicians’ comments on journals 


The doctors’ comments on their satisfaction or dissatisfaction with 
medical journals were illuminating. No special attempt was made to collect 
opinions but a number of doctors volunteered them and since they are of 
interest and potentially important they will be mentioned here. Some do 
tors, though they purchased the Journal of the American Medical Associa 
tion, were dissatisfied with it. One of the most common reasons given is that 


this journal is too “theoretical.” Some doctors stated that its subject matte: 


is too diverse and that many of the articles are not germane to general 
practice. Specialty publications such as the Annals of Internal Medicine 
were occasionally criticized in the same vein. Among the doctors who 
commented on their likes and dislikes of journals, it was found that 
Medical Clinics of North America, Postgraduate Medicine and GP were 
most frequently commended, with mention being made of the American 
Practitioner, the General Practitioner, the Journal of General Practice and 
the Medical Times. Comments about these journals were usually to the 
effect that they provided information of a type and form which the prac 
titioner needed in contradistinction to the too “theoretical,” 
character of some other publications. 


“scientific 


The digests 


In addition to the journals mentioned above, all doctors received a 
number of free digests or pocket-size magazines. These appear to be read 
to a variable extent. Modern Medicine and Medical Economics are two 
periodicals in this class which commanded the doctor's attention more than 
others. One or two doctors stated that they had obtained information from 
Medical Economics which had been useful in their own practices. One 
would judge by the remarks of the doctors that cartoons and jokes in both 
journals are quite generally read 
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DISCUSSION 


The reasons for the general practitioner's impatience with the theoretical 
aspects of medicine are to be found in his work. Practice is the application 
of medicine and not an intellectual steeplechase to an overwhelming 
majority of practicing physicians. Scientific literature that is not of direct 
apptication or use then seems to them a waste of time. The time which 
the general physician has for rest, study and recreation is necessarily limited 
and often interrupted and it is to be expected that there will be real 
limitations on the amount of reading of a professional nature which he 
is able to do. It is not surprising, therefore, that the general practitioner 
often becomes impatient with theory or the details of methods of study, 
the statistical minutiae, the conclusions with the many reservations, the 
negative conclusion or the characteristic hedging which are all part of 
every scientific article. 


In another chapter it will be shown that the younger physicians, who 
on average purchase the largest number of journals, are the busiest. The 
possibility exists that these early years of long, hard work days undo study 
habits formed in medical school. As the doctor's work diminishes with 
advancing years it is probably difficult to resume the regular reading and 
study that may have been crowded out of his schedule. Despite the many 
deterrents to study encountered in the early years of practice, it is notable 
that many physicians do not neglect it. It is necessary to come back repeat- 
edly to the point that interested individuals can accomplish the difficult 
in the face of odds that will defeat many others. 


The practicing physician's need for authoritative information is well 
illustrated by the spate of new medications constantly being offered to him. 
Some of these are active, some are worthless, some are harmless, while others 
ultimately prove to be very dangerous. First reports of serious toxicity 
from commonly used drugs fortunately usually appear in the Journal of 
the American Medical Association. Occasionally these reports appear else- 
where, in journals which the general practitioner does not commonly read. 
The introduction of each new medication is accompanied by a mass of 
literature which descends upon the physician's desk each day showing him 
the presumptive virtues and excellence of each. The practicing physician 
cannot know everything about therapy nor evaluate the very optimistic 
claims made for the many medications pressed upon him. A good con- 
scientious doctor may easily fail to keep up with the vital new knowledge 
in medicine. Authoritative information about many of these common pro- 
cedures or medications, furnished in a concise form to the general prac- 
titioners, would provide a great service. This is a function which state 
universities with their characteristic service relations to the practicing 
physicians of their state might well undertake. 


This section was introduced by a quotation of one of the objectives of 
medical education related to habits of study. It appears from the imperfect 
measures used that medical education is only partially successful in incul- 
cating “essential habits of study” in its graduates. This is not because the 
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aim is wrong, but because the situation of practice is so different that the 
habits. of study expected in a medical center may not be realistic in the 
press of practice. The fact that a few doctors gave evidence, by the journals 
they purchase, that they are interested in the theory of medicine does not 
mean that all can be made to have the same interest though it does show 
that a busy practice is not incompatible with good study habits. It is for 
this reason that the regular provision of authoritative information for the 
practitioner is suggested. 


C. Medical Society Membership 


No discussion of general practice would be complete without mention 
of medical society membership. Membership and activity in the medical 
societies are generally regarded as a favorable sign of the doctor's interest 
in medicine. Medical societies fulfill various functions and hence attract 
varying memberships. The American Medical Association and its constituent 
state, district and county societies represent “organized medicine” and 
provide the administration and organization for which the practicing 
physician normally has so little time himself. The Academy of General 
Practice and other societies with their different purposes attract a different 
and selected membership. In the following pages some factors thought to 
be related to membership in professional organizations and their possible 
effects on the physician's practice are examined. 


METHODS OF STUDY 


Each doctor’s membership in the medical societies was recorded. In the 
section on postgraduate educational activities, some estimate of the doctor's 
attendance at medical society meetings and other educational ventures which 
may be related to medical society membership have been discussed and 
will not be repeated here. 


RESULTS 


Frequency of medical society memberships 


Among the 94 doctors who participated in this study information about 
membership was obtained from 93. Among these 93 doctors a total of 
almost 400 memberships in medical societies was found. 

About 80 per cent of the doctors belonged to three to five medical soci 
eties with an over-all average of 4.2 societies per physician. It might be 
noted that among doctors there were only four who did not have member 
ship in the American Medical Association. There were 58 doctors who had 
membership in organizations other than the county, state, or American 
Medical Association. Membership in a considerable number of instances 
was in interstate societies or the Southern Medical Association or in other 
geographically defined organizations. Thirty doctors were members of the 
American Academy of General Practice. In a few instances memberships 
were held in highly technical scientific organizations. 
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Place of practice and medical society membership 


The fact that rural physicians suffer no greater isolation than urban 
physicians in terms of continuing medical education has been mentioned 
elsewhere. Membership in medical societies supports this observation. Rural 
physicians on an average belong to more medical societies (4.2) than those 
practicing in urban communities (4.1), but the differences are not great 
and certainly are of no practical importance. The doctors practicing in 
places with a population of less than 1,000 are different from all othe: 
doctors in this respect. On an average these doctors belong to just ove: 
three organizations, compared with an average of over four among all 
general practitioners. Physicians practicing in towns with a population of 
1,000-—2,500 belong to more medical societies and organizations (average 
4.7) than doctors practicing in any other population aggregate. 


Effect of age on medical society membership 


Membership in medical societies appears to be related to the age of the 
doctor. Membership was low among doctors in the third decade of life 
(average 3.6), rose in the fourth decade until a maximum was reached in 
the fifth decade (average 4.8), and thereafter fell off steadily. In this respect 
membership in societies closely parallels attendance at postgraduate sessions 
to which it probably is closely related. Possible reasons for this have been, 
discussed in the section dealing with postgraduate study. 


Medical society membership and the quality of the physician's work 


It seems to be widely held that membership in the medical society is 
related to the quality of the doctor's work. It is thought that it increases 
his attendance at clinical scientific sessions and his contacts with other doc. 
tors and generally provides the stimulus to better practice which is assumed 
to follow from these activities. The result of examining these two items for 
an association was completely negative. It would appear that there is no 
relationship between the quality of a doctor's work and the number of 
medical societies to which he belongs. 

Since the overwhelming bulk of doctors belong to the county, state and 
the American Medical Association, membership in these organizations 
cannot be very discriminating. Accordingly, the quality of the physician's 
work was compared with membership in societies other than the county, 
district, state, or the American Medical Association. The comparison of the 
quality of work done with membership in these other societies revealed no 
relationship. 

Membership in the Academy of General Practice entails study obligations 
which are nearly unique and hence it deserves separate consideration. The 
fact of membership or nonmembership in the Academy of General Practice 
was compared with the quality of work being done by the individual physi- 
cians. It was found that among the 30 members of the society there was 
a tendency towards inclusion of the better physicians as compared with 
the over-all average. Since the Academy of General Practice has been in 
existence for only a short time, the most reasonable assumption is that 
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superior quality of its members is not due to the educational requirements 
which it imposes but rather to self selection by its members. In addition 
to the 30 members of the Academy there were six younger physicians who 
had not been in practice sufficiently long for membership but who indicated 
their intention of joining when eligible. Among this group there was a 
distinct concentration of better physicians. The difference between the 
Academy and non-Academy members was not great. 


Miscellaneous observations on medical society memberships 


A larger net income is associated with an increased number of medical 
society memberships. There does not appear to be any constant relation 
between medical activities as measured by society membership and the 
doctor's bus; uess as measured by the length of the doctor's work day. The 
very bu), on an average, join few societies. Doctors with very small work 
loads tend to join somewhat more, while the doctors carrying a moderately 


heavy load of work (9-11 hours per day) join medical organizations most 
frequently. 


DISCUSSION 


Membership in medical societies together with attendance at clinical 
scientific sessions is generally regarded as evidence of a doctor's interest 
and activity in maintaining his skills and the level of his practice. Interest 
in medicine cannot be measured but the related quality of practice can 
be. It appears from the comparisons made that medical society membership 


exerts very little influence on quality of practice. Society membership 
appears to be related to the age of the doctor. The younger doctors in 
general belong to rather few medical societies, but with increasing age, 
physicians join more. Towards the end of his career, a doctor's interest 
in maintaining membership in medical societies diminishes. 

One of the facts of some interest that emerges in the examination of 
the societies to which general practitioners belong is the considerable 
number of these organizations that are available. One can only conjecture 
as to the reason for the multiplicity of societies. Their existence and 
membership may possibly be an expression of the physicians’ uneasiness 
with respect to study and “keeping up.” The Academy of General Prac 
tice in which membership entails considerable obligations as to study is 
unique. To belong to it the physician not only has to pay dues but also 
has to attend a fairly heavy schedule of postgraduate sessions and meetings 
As might be expected, the membership of this organization has to some 
extent been selected from better physicians than the generality of general 
practitioners. 


Vi: The Doctor and the 
Medical Community 


A. The Physician's Relationship With the Hospital 


N ORMALLY THE PRACTICE Of medicine—even solo practice—is not carried 
on in isolation. Most general practitioners have hospital appoint 
ments. Most refer patients to specialists. There are contacts with the 
health department, colleagues, and drug salesmen. To what extent do 
these contacts and facilities aid the practitioners or provide opportunities 
for case discussion? It is popularly believed, for example, that the hos- 
pital is very important as an instrument for continuous education, but 
is this so? In the following sections the effects of hospitals and consultants 
on the physician's work will be examined. 


METHODS OF STUDY 


Information was sought concerning appointments in hospitals in which 
the physician had been given the privilege of caring for patients on his 
own responsibility. In addition, an effort was made to determine how 
actively each physician exercised these privileges for purposes of patient 
care or improving his own professional skills. 

For the purpose of this discussion, the salient point was whether the 
physician was permitted to admit patients to the hospital and assume 
responsibility for the care of these patients. No attempt was made to dis 
tinguish between physicians on the basis of restrictions imposed on them 
by any one of the hospital services; similarly, no distinctions have been 
made on the basis of type of appointment held, such as “active member,” 
“courtesy member,” or other. 

Information concerning hospital staff appointments was, of course, easily 
obtained by asking the physician to enumerate them. However, the deci 
sion concerning how actively the physician exercised these privileges was 
not so readily made. Active interest in a hospital staff appointment was 
defined as taking care of patients in a hospital, holding some elective or 
appointive post on the staff of a hospital, or exhibiting other specific evi 
dence of active participation in the professional life of a hospital. Using 
these criteria, a physician could be designated as either “active,” indi 
cating that he utilized and maintained an active interest in a hospital or 
as “inactive” indicating that he either had no appointment or that he 
did not actively exercise the privileges granted him by the hospital 


RESULTS 
Distribution of hospital appointments 


Of the total 94 physicians visited, 10 were found to be without hospital 
connections of any type. Of these 10, two were full-time {industrial physi 
cians who considered care of hospitalized patients bey4nd their scope. 
Two other physicians had been active in their local hospital until it was 
destroyed by fire and they expected to resume hospital practice upon 
completion of a new plant. The remaining six physicians expressed no 
desire for appointment to a hospital staff; for various reasons, most of 
them had declined appointments when offered. In other words, no physician 
had been involuntarily excluded from all hospitals; all who desired an 
appointment were successful in procuring one in at least one hospital 
A very few had been excluded from some hospitals while others were 
restricted from doing surgery or operative obstetrics without supervision 
In addition to the 10 doctors who had no hospital appointments, there were 
seven other physicians who had appointments in one or more hospitals 
but did not exercise their privileges. In all, a total of 17 physicians were 
designated as “inactive.” 

Twelve physicians exercised their hospital privileges only in caring 
for obstetrical patients. These doctors referred other patients requiring 
hospitalization to colleagues. Seven physicians maintained one or more 
beds, either in their offices or small adjoining clinics, for obstetrical deliv 
eries. Four of the seven physicians who maintained obstetrical beds also 
maintained an active association with the staff of one or more hospitals 


Influence of distance on hospital activity 

Distance from a hospital is recognized as a valid reason for lack of 
active participation in and utilization of the services available. Table 27 
shows the distance from the nearest hospital for each of the 94 physicians 
and also indicates which of these physicians maintained an active interest 
in the hospital. 

Ninety per cent of doctors practicing within six miles of a hospital 
were actively using it. Fighty per cent of those six to 15 miles away used 
the hospital, while only 40 per cent of those beyond 15 miles maintained 
an active association. A physician is less apt to avail himself of hospital 
privileges if the hospital is located at some distance from his practice. It 


TABLE 27 
Relationship Between Distance from Hospital and 
Use of Hospital 


Distance from Total No. No. Whe Actively 
Nearest Hospital Use Hospital 


Under 6 miles 56 
6-10 miles 

11-15 miles 

Over 15 miles ................... 12 


would appear that most physicians do not maintain active hospital associa- 
tions beyond a radius of 15 miles from their practices. 


Relation of physician's age and practice location to hospital activity 

The mean age of 17 “inactive” physicians did not differ significantly 
from the mean age of the “active” physicians. An unusual concentration 
of the “inactive” physicians were practicing in towns with population 
under 1,000. Obviously, this finding must be largely determined by the 
fact that hospitals are usually located in larger population centers. 


Relation of physician's training to hospital activity 


Physicians who have spent longer time in hospital training as interns 
and residents might, because of greater familiarity with the services obtain- 
able in a hospital, utilize these services more. This appears to be the case 
among the general practitioners studied. On the average, the “active” 
physicians had spent more time in internship and residency, but the 
difference was not statistically significant. 


Qualitative rank of “active” physicians 


The assumption has been made that a physician with an active hos- 
pital affiliation may be expected to render a higher quality of care to his 
patients. Certainly, the effectiveness and the completenéss of the care 
which he can provide should be increased by the use of hospital facilities. 
However, comparison of the mean qualitative ranks for the “active” and 
“inactive” doctors revealed no difference. There were good doctors and 
poor doctors practicing without hospital connections. Physicians main- 
taining active staff appointments did, however, obtain a somewhat higher 
score for the use of laboratory aids to diagnosis. This points out the fact 
that a physician will make use of some hospital services which he cannot, 
or will not, provide himself; however, this alone does not raise the over-all 
standards of his practice. 

Hospitals vary just as much in standards as they do in number of beds. 
The number of clinical meetings held is also variable and frequently 
meagre. An attempt was made to learn if the hospitals that had very 
active educational programs were affecting their member's practices. 
Although there was a suggestion of an effect the study methods were not 
of such a nature that any sound opinion can be expressed about this point. 


Use of hospital facilities 


In each practice notes were made relative to the patients admitted to 
the hospital and the diagnostic measures employed by the physician. The 
variation in number and type of patients hospitalized made judgments 
impossible. It appears that a physician provided medical care of the same 
quality regardless of whether the patient was visited in the hospital, home 
or office. It was apparent that some doctors did not fully understand the 
advantages and limitations of hospital care. For instance, patients with 
apparently mild diseases were hospitalized by some physicians for a “work- 
up.” Frequently, this “work-up” consisted of little more than what had 
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already been accomplished in the doctor's office—the same history and 
physical examination plus, perhaps, a complete blood count and an X-ray 
of the chest. Some doctors quite regularly performed laboratory tests only 
on hospitalized patients. This may have contributed to the higher score 
on use of the laboratory which the “active” physicians received. The bette: 
doctors fully understood how to use the hospital. Their patient care in 
the hospital was excellent and they used hospital services skillfully to 
broaden the scope of the care given. 


DISCUSSION 


The most important observation is that physicians who maintain active 
hospital staff associations do not render a higher grade of medical care to 
their patients than do their colleagues without such affiliations. Certainly 
physicians who utilize the greater facilities and services of a hospital can 
provide a wider scope of medical care for their patients; however, this 
apparently does not alter the quality of such care. Perhaps it is unrealistic 
to expect that availability of services and equipment alone will influence 
the level of a physician's practice. The presence in the hospital or com 
munity of a large, well equipped clinical laboratory capable of making 
extensive biological tests does not provide any effective mechanism to help 
the individual physician take a better history or make a more thorough 
physical examination. 

On the other hand, the community hospital may provide the physician 
with the opportunity for more and closer contact with his colleagues and 
thus facilitate mutual exchange of ideas. In some communities it was quite 
apparent that the community hospital was the focal point of a continuing 
education program. In other localities the hospital was considered largely 
as a nursing home to house patients who could not be cared for conveni 
ently in their own homes. Where such an attitude is prevalent in the 
community, the hospital is not likely to attain full stature as an institution 
for the skilled medical care of the ill and as the center for professional 
activities. It seems most likely that the physicians and the citizens of a 
community determine the level of care which will be extended by their 
hospital rather than that the hospital specifically influences the level of 
care rendered by the physicians comprising its staff. 

A second important fact is that there appears to be little basis for 
any complaint on the part of North Carolina general practitioners that 
they have been crowded out of hospitals by specialists. Some physicians 
were not allowed the full range of hospital practice which they may have 
desired, but in no instance did a physician state that he had been unable 
to obtain any hospital staff appointment. Some of the physicians without 
active staff appointments stated that they had no desire to care for hos 
pitalized patients because they felt it would make too great a demand on 
their time. In some instances where the physician practiced at a considerable 
distance from the hospital this was certainly a valid reason. In other cases 
it was difficult to understand why the physician chose not to avail himself 
of the hospital facilities. In one or two instances it was apparent that the 
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policies influencing the running of the hospital had caused a physician 
to refuse to participate in the hospital activities. The reasons why some 
physicians used the hospital only for obstetrical patients were not clear 
in all instances. Only two of these physicians restricted their practices 
to obstetrics. Some seemed to feel that obstetrical care was the time-honored 
province of the family physician and general practitioner and that they 
had to fulfill this expected role. 

The matter of spatial relationship to the hospital seems to be an im- 
portant one. Surely the physician who has to spend a large amount of his 
time every day traveling to and from the hospital is not performing at 
maximum efficiency, although quite a few of the doctors in this study bore 
this added burden without complaint. 


B. Type of Practice 


The results of this study indicate that the term “general practice’ 
means many things to many people with few agreeing on a single definition. 
At the inception of this work it was necessary to select criteria which 
would distinguish the general practitioner from his specialist colleagues. 
In choosing the criteria to be used, greatest emphasis was placed on the 
amount of training each doctor had received after graduation from medical 
school. It was found, as expected, that physicians with relatively little 
training were usually engaged in practice that was wide and general in 
scope. Using educational criteria had the effect of casting a rather wide 
net which inevitably encompassed physicians engaged in diverse practices, 
some of which were highly specialized. The variation in the scope of 
practices was soon apparent. It was also quickly apparent that the type of 
practice bore a positive relationship to many variables. Some analyses were 
made in order to define and illustrate these relationships. 


METHODS AND RESULTS 


For the most part the practices which were visited could readily be 
divided into three groups. The following list defines these groups and 
enumerates the number of practices contained within each group: 


Type I — The scope of these practices was limited to general medicine for 
men, women and children, plus, in most instances, minor office 
17 


Type Ill — These practices included all the features of the first two types and 
added major operative surgery 


There were five practices which did not conform to any of these three 
types; in three instances the practice was limited almost solely to obstetrics 
and in the other two instances it was limited to industrial medicine. 
Physicians were divided into two groups on the basis of whether they 
performed any of the roentgenologic studies incident to their practices. 
There were 50 physicians doing X-ray work. Some physicians owned and 
used only the fluoroscope, while others attempted no fluoroscopy and 
relied entirely on films. A few physicians used both techniques. Very few 
physicians in this group did any real volume of roentgenographic work 
and many used their machines rarely. Only three attempted X-ray therapy. 
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Type IL — These practices extended the scope of Type I to include obstetrics 
in addition to medicine for men, women and children..........61 
| 


TABLE 28 


Relation of Scope of Practice to Physician's Age 
Type of Practice 


The principal significance of this finding lies in the fact that more than 
half of this sample of general practitioners attempted to carry out special 
ized procedures involving the use of X-rays. 


Physician's age and scope of practice 

The average age of physicians in Type | practice is significantly highe: 
than the age of physicians engaging in Type II or III practices (P 
less than 0.01). This is shown in Table 28. 

This may be a function of several factors. Since this study was a cross 
sectional one, it is not known in all cases whether a physician's practice 
differed significantly at the time of study from earlier years. However, 
several physicians did state that they had stopped doing obstetrics because 
of its irregular time demands and their own advancing age. Some physi 
cians had also ceased performing major surgery because of increasing 
age or for other reasons. Another factor which probably has operated to 


restrict the scope of practice of some of the older physicians is the spate 
of new hospitals and the specialized staffs which they have attracted. The 
result has often been restrictions on practice of surgery and obstetrics by 
general practitioners. Some of the physicians with the limited Type I prac 
tices never included surgery or obstetrics in their practices; these physicians 
had restricted themselves voluntarily from the very beginning. 


Scope of practice and community size 

There appears to be a decided relationship between community size 
and scope of practice. This is shown in Table 29. Although scope of 
practice was directly related to the physician's age and to the population 
of the location of the practice, there was no discernible relationship 
between the physician's age and the population of practice location. The 


TABLE 29 


Relation of Scope of Practice to Population of Practice Location 
Type of Practice Population Group 
3 2,500- 10,000- 50,000 
9,999 49,999 and over 
3 7 
21 12 
Type Wl ............ none 


(Years! 
| 
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relatively limited Type I practices tended to be found more frequently 
in the more populous areas where the number of physicians in practice 
was also greater. On the other hand, Type II and III practices covering 
broader fields of medicine, obstetrics and surgery, were more numerous 
in the medium to small communities. This may indicate that physicians 
wishing to limit their practice had chosen larger communities where 
ancillary specialist help is available or that medical organization and 
hospital restrictions on nonspecialists had operated to produce involuntary 
restrictions on these practices. Both factors are real and undoubtedly play 
a role of varying magnitude in different communities. In the case of phy 
sicians doing major surgery, none was found in either the very smallest 
or the very largest communities. The former frequently lack the hospital 
facilities necessary for surgery while in the latter hospital restrictions 
probably preclude the performance of surgery by general practitioners 
with little formal training. A few physicians stated that their practices 
had been curtailed in recent years in either amount or scope by the influx 
of specialists or by hospital restrictions. These changes were not universally 
resented; several physicians expressed gratitude for local availability of 
specialized knowledge and skills for which they previously had been forced 
to send patients long distances to neighboring cities. 


Scope of practice and quality of medical care 


The scope of a physician's practice did not appear to influence signifi- 
cantly the quality of medical care which he provided. Although physicians 
performing major surgery in addition to obstetrics and general medicine 
were judged on the average to be slightly better doctors, the difference 
was small and was not of statistical significance. 


Effects of group practice 


For the purposes of this discussion the term “group practice” was 
defined to indicate any practice comprising two or more physicians regard- 
less of the type of organization involved. The organizational units included 
under this term ranged from a simple association between two general 
practitioners who occupied common office and laboratory space and pro- 
vided occasional coverage for one another on nights and week-ends, to 
highly organized groups of physicians practicing various specialties and 
owning a hospital. Twenty-four practices fell under this broad definition 
of group practice. 

Probably the most important differences between physicians practicing 
alone and those practicing with one or more associates were found in three 
areas. The mean qualitative rank of the group practitioners was 3.4 as 
compared with 2.5 for the solo practitioners. This difference is statistically 
significant (P == less than 1%). On the average, the group practitioners 
also compiled better academic records while in medical school than did the 
solo practitioners. Again the difference is statistically significant (P = less 
than 5%). The third important finding was that the group practitioners 
had spent a longer period of their time during internship and residency 


100 


training on the internal medicine service. The group practitioners averaged 
6.3 months on the medical serwice while the solo practitioners averaged 
3.7 months. This difference is statistically significant (P less than 5%). 


It was also found that physicians practicing in groups or associations 
purchased significantly more medical journals than did their colleagues 
in solo practice. Group practitioners were slightly younger and worked 
slightly longer hours per day than did the solo practitioners but these 
differences were not significant. More laboratory equipment was found 
in the offices of the group practitioners but the difference was not signifi 
cant. However, significantly more of the group practitioners had direct 
access to the services of a trained medical technologist. The only statis- 
tically significant difference be:ween these two types of practitioners with 
regard to the scope of practice was that a larger number of group practi- 
tioners were engaged in practice of the widest scope including general 
medicine, obstetrics and major operative surgery. In examining the size 
of the community in which these doctors were located it was found that 
no group practitioners were practicing in communities with a population 
of less than 1,000. For the most part they were congregated in towns having 
between 1,000 and 10,000 population. It is also noteworthy that the group 
practitioners earned a higher income than did physicians in solo practice 
The difference was statistically significant (P less than 1°)). Solo 
practitioners performed as much postgraduate study, both formal and 
informal, as did the group practitioners. 

These findings appear to indicate that the group practice arrangement 
does provide a favorable environment for the practice of medicine. How 
ever, these data do not provide conclusive information as to whether the 
better physician creates for himself the favorable arrangement of group 
practice or whether this favorable arrangement influences the physician 
to be a better one. It would appear most probable that the former explana 
tion obtains. It seems likely that the better physician recognizes the advan 
tages of the group practice arrangement and sets out to provide himself 
with these advantages in order to render a higher quality of medical 
care to his patients. 


C. Use of Consultants 

It would be of interest and importance to assess the effect of the 
specialist on general practice. It is widely believed that the practitioners’ 
contacts with his specialist colleagues may be important educationally 
The problem of examining the relationship of the general practitioner 
to the consultant was undertaken, but no wholly satisfactory method for 
its solution could be devised within the limits of this study. Some of the 
material which was collected is interesting and informative although it 
does not provide any means of assaying the overall effect. 

Physicians were asked for the location of the consultants which they 
commonly used and their reasons for choosing these men. In addition, a 
general estimate of the frequency of such use was made by the observers, 
and a few examples of referrals were recorded. In order to provide an 
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ideal assessment of this situation, one would have to know, among other 
things, the exact type of patient referred, the ability of the consultant, 
the rate of referral and the use the referring physician made of the infor- 
mation supplied by the consultant. Such data could not be collected. 

Most consultants were chosen on the basis of proximity and the prac- 
titioner’s estimate of competence. Quite naturally, the popularity of a 
consultant was frequently a function of the assiduity with which he re- 
turned patients to the referring physician after the consultation, and also 
the promptness with which he informed the referring physician of his 
findings. Some physicians did not use local consultants at all, preferring 
to send their problems to a physician in a larger city or medical center. 
Some such referrals appeared to be dictated more by pride than thought- 
fulness. Clearly, many other factors such as friendships, considerate handling 
of the patient and the referring physician, allegiance to institutions, and 
quality of the consultant's efforts influenced the decisions as to which ones 
to employ. Some physicians referred certain types of patients with much 
greater alacrity than others and this naturally influenced the pattern. 

Some general practitioners made extensive use of specialists not only 
for the handling of surgical patients but also for help with the more obscure 
medical and pediatric problems which they encountered. In the poorer 
practices where it was frequently impossible for the observer to determine, 
on the basis of the history taken by the doctor, in what area the patient's 
problem lay, it was also impossible for the observer to make any estimate 
as to the need for consultation. Some of the less adept physicians relied 
heavily on their specialist colleagues, thus partly covering their own inade- 
quacies. This was far from common, however. 

A few physicians hospitalized patients with only certain types of prob- 
lems, preferring to refer others to their specialist or general practitioner 
colleagues for care. As was mentioned above, some doctors took advantage 
of their hospital staff appointments only for obstetrical deliveries; patients 
with medical diseases were treated in the home or office but not in the 
hospital. This was a voluntary restriction on practice and was more a 
shifting of work than a consultation. The reasons for such restrictions 
were variable and not always clear although they did not usually result 
from hospital regulations. Since most general practitioners do no major 
surgery, referral for this purpose is common. 

In a few of the group practices frequent and extensive consultations 
between members of the group were observed. In one, for example, daily 
ward rounds were held at which time patient problems were discussed 
and decisions made about their management. In another mixed general 
practitioner-specialist group, frequent informal opinions were obtained 
from the surgeon and radiologist members. Interpretations of X-ray films 
by a specialist were obtained to a variable degree by physicians perform- 
ing roentgenologic studies in their offices. A very few doctors referred 
all films for interpretation while others sought help in interpreting “ques- 
tionable” films or chest films. 

This study produced only impressions concerning the over-all relation- 
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ship existing between the general practitioner and the specialist. However, 
the inference seems warranted that, in general, specialists are not utilized 
in a great many situations in which they could be of real value to the 
patient. Although continuing education of the general practitioner through 
the medium of consultation with a specialist is secondary to the patients’ 
interests, this remains a device of great potential worth which does not 
appear to be fully utilized by specialist or general practitioner. 


D. The Drug Salesmen 


During the course of this study, the authors were often asked if the 
detail men did not probably provide some continuing education for 
general practitioners. This is not a difficult question to answer since the 
detail man’s function is not to provide education but to sell pharmaceutical 
products. 

Physicians varied in their attitude toward the detail men. One young 
and very kindly physician explained that he didn't feel that he obtained 
anything worth while from the salesmen’s visits but these men made their 
living visiting doctors and he therefore felt that he should see them. It 
would appear that in the case of most physicians, feelings somewhat akin 
to this were decisive in influencing the doctor to give precious time to the 
drug salesmen. A very few doctors refused to see the salesmen or refused 
to see some individual salesman whom they disliked. 

It was apparent from observation and statements from physicians that 
their practices in regard to medications and therapy are influenced signifi- 
cantly by the information and products supplied by the drug salesman. 
This would appear to indicate that the practitioner's habits are not im- 
routable or so rutted that they cannot be directed. 


Vil: The Doctor's Workshop 


EFERENCE HAS BEEN MADE to the fact that the physician, on entering 
private practice, is confronted with the necessity of making many 
decisions about his practice for which his training may not have prepared 
him. Specifically, he must decide what office space he needs as well as what to 
pay for such space. He must furnish this office and equip it with such 
professional equipment as he feels he will need. Obviously, it is desirable 
to have some help in his office. He must not only decide how many persons 
to employ and what their training shall be but he must also find those 
people, which is not a smal! problem in many areas. It is reasonable to 
deduce that the physician's own personality and his ideas concerning the 
scope of his work as a physician will be reflected in these choices. Probably 
most physicians at this time feel real anxiety about their financial prospects. 
Thus they may be led to set up practice in cramped, inadequate quarters 
and to skimp on furnishings, technical assistance and equipment, much 
to their later chagrin. The physician who is considerate of his patients 
may be expected to give reasonable thought to providing an office that 
is pleasing, quiet, restful and assures privacy to his patients. Organization 
and efficient routines achieved through provision of sufficient space and 
auxiliary helpers may contribute to convenience for both the patients and 
the doctor. The scope of the doctor's practice as he envisions it will deter- 
mine in large measure the type and amount of technical equipment which 
he must supply. 
These considerations prompted close scrutiny of the office space, lab- 
oratory and technical equipment and auxiliary workers encountered in 
these general practices. 


A. Physical Plant 
Variety of buildings 


The actual buildings housing doctors’ offices showed a remarkable 
variation. Some physicians followed the time-honored custom of occupying 
either rent-free or very low-rent space above or adjoining a drug store. 
Some had subsequently come to feel that this was a mistake and were 
making efforts to find other accommodations. Several offices were located 
in converted stores of one type or another and a few were in converted 
dwellings or other buildings. Many practices were housed in specially 
designed clinic buildings with accommodations for one or more physicians 
Ten physicians maintained office space within hospitals. Generally speaking 
the clinic buildings or hospital offices provided the most attractive, most 
efficient and most complete facilities, although this was not invariably so. 
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Location in community 


Note was also made of the location of the doctor's office in the com 
munity. Most offices were located within the business districts. In larger 
towns, particularly, this location forced patients to cope with the problem 
of automobile parking. Here, where the parking problem was most acute, 
very few physicians had been able to make special arrangements for 
patient parking. On the other hand, several physicians whose offices were 
located in residential areas had provided convenient and ample off-the 
street parking space for their patients. 


Appearance of offices 


Considerable variation was also noted in the appearance of these 
practitioner's offices. The majority were pleasant, clean and attractive. 
Some, however, were only clean and neat and gave little evidence of 
thought for patient comfort. Almost a third of the offices visited might 
be properly considered as unacceptable for the use to which they were 
put. A few were actually dirty; others were in a very poor state of repair 
with stained walls, cracked paint and squeaky, uneven floors. Some were 
unattractively cluttered by the litter of years of occupancy. A very few 
were poorly heated. 


Convenience of patients 


Four-fifths of the practices visited were housed in offices at the street 
level or in buildings where adequate elevator service was available. The 


remaining offices were located a floor above the street level and thus pre 
sented patients with the hurdle of a flight of stairs. In some instances the 
buildings were old, the ceilings high, and the stairs both long and steep. 
Quite obviously this presents an unsatisfactory situation for many patients 
and many of the doctors were unhappy about it. 


Utilization of office space 


There were great differences in the number of rooms and the actual 
floor space available in physicians’ offices. The smallest offices consisted 
of a waiting room and a combined consultation-treatment room with a 
small adjacent space for laboratory or pharmacy. At the other extreme, 
some practices were housed in well-planned clinic buildings providing 
waiting rooms, space for a secretary, multiple consultation-treatment rooms, 
as well as additional! rooms for the laboratory and special treatment rooms 
Some included minor operating rooms and delivery rooms. Others had 
lead-shielded rooms for X-ray equipment. Most offices fell somewhere 
between these extremes. About half of the physicians worked from a single 
examining room adjacent to a consulting room. In eight practices these 
two rooms were combined and the doctors, in effect, did their work in 
one room. 

Some physicians utilized multiple examining rooms to great advantage 
In these practices the nurse conducted patients to the examining rooms 
in rotation and had them undressed for the doctor. He could then see 
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patients without losing time while they were ushered in or out or while 
they were disrobing. In such situations it was apparent that the physician 
had given some thought to his own time as well as to that of the patients. 
In general the physicians who had provided themselves and their patients 
with these better facilities for practice rendered a higher quality of medical 
care. However, there were some striking exceptions to this generalization. 
For instance, one physician practiced in a specially designed modern clinic 
building with multiple examining rooms. He utilized his examining rooms 
to their fullest extent and he worked very expeditiously himself. This 
arrangement was highly efficient from the standpoint of time involved 
but the medical care provided was of a very low caliber. 

Seven physicians maintained one or more beds either in the office or 
a small adjoining clinic for obstetrical deliveries. The elaborateness of 
these accommodations varied from a cot in a back room of the office to 
specifically planned private rooms in a clinic building. Some of these seven 
physicians clearly had adopted these measures solely for convenience while 


others had done so with the aim of providing improved service for the 
community as well. 


Laboratory space 


Physicians quite obviously attach different degrees of importance to 
laboratory aids in diagnosis and the amount of space allotted for laboratory 
use varied accordingly. Space ranged from none to a large room well 
equipped to do a variety of laboratory tests. Thirty-five physicians, includ- 


ing 10 whose offices were located in hospitals, had a special room set aside 
for laboratory work. Some of these rooms were small and poorly equipped 
while others were quite elaborate. Most of the remaining doctors had 
set aside a portion of another room to be used as a laboratory. In some 
instances the “laboratory” consisted of a small table and a sink in one 
corner of a room used principally for other purposes or the equipment 
was scattered about in several rooms. 


B. Technical Equipment 
Description and distribution 


Table 30 shows the frequency distribution of several major pieces of 
laboratory equipment in the offices of these general practitioners. It should 
be pointed out that 10 physicians whose offices were located in hospitals 
are included in this tabulation, although in these instances the physician 
may not have been responsible for providing this equipment. However, 
it was available to the physician and at least in theory increased the scope of 
his work. In addition to the pieces of equipment enumerated in Table 
80, a variety of other articles, both large and small, was noted. A few 
offices contained a bacteriological incubator, a water bath, an analytical 
balance or a machine for gas analysis. 
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TABLE 30 
Distribution of Some Major Loeboratory Equipment 
Nome of item No. Doctors Percentage 
(Total number of doctors) ...............-.. (100.0) 
Microscope _ 94.7 


92.6 
Centrifuge 59.6 


Electrocardiograph 42.6 
BMR Apparatus 35.1 
Colorimeter 26.1 


X-ray machine with or without 
42.4 


Fluoroscope OMly® 12.8 


* Two physicians who had X-ray equipment available did not use it personally. In 
each case a partner in the practice was responsible for performing the X-ray studies 
This explains why only 50 physicians have been credited with doing X-ray work 


Relation of critical equipment to qualitative rank 


The availability of extensive laboratory equipment should increase 
the scope and effectiveness of a physician's services. Examination of this 
point quickly revealed that there was a relationship between the presence 
or availability of laboratory equipment and the quality of a physician's 
practice. Five major pieces of equipment seemed to be the principal indi 
cators that varied with the level of the physician's performance; these were 
a microscope, a clinical centrifuge, an electrocardiograph, a BMR machine 
and a photoelectric colorimeter. Table 31 relates the increasing quality of 
medical care to the increasing number of these five pieces of equipment 
present in the practice. 


TABLE 31 
Distribution of Physicians by Qualitative Rank 
and Possession of 5 Items of Leboratory Equipment 


Qualitative Rank 
Letoratory Equipment Vv iv m “ 


Meon 
Qualitative 
Ronk 


19 
2.7 
2.9 
3.2 
3.3 


Microscope only 
Microscope + 1 item............ 
Microscope + 2 items 
Microscope + 3 items. 
Microscope + 4 items............ 2 


Total 7 


Slansew! 


3 1 4 1.8 
10 4 
6 6 7 ww 
1 1 13 
7 4 — 2 9 
5 3 1 15 
23 16 «688 
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In some practices the microscope was rarely used but five physicians, 
four of whom were graded, did not even possess one. It is also significant 
that all doctors whose practices were of a quality to place them in the two 
highest groups possessed one or more of the above items of equipment in 
addition to the microscope. The presence of radiographic equipment in the 
physician's office did not show the same discriminatory value as did the 
five items enumerated above. In other words, the doctors who owned or 
used X-ray equipment on the average provided no better care than those 
physicians who did not own or personally operate such equipment. 


Economics of expensive equipment 


There appears to be a common misconception that radiographic equip- 
ment, electrocardiographs and other instruments are “money makers’’ for 
the physician. This study was not intended to examine any problems of 
this type so only an opinion can be offered. The infrequent use of such 
diagnostic apparatus and the low fees often charged made it appear un- 
likely that many physicians ever recoup the expense of a basal metabolism 
apparatus, for example. The alternative explanation, that purchase of 
such equipment represents an attempt to broaden the scope of practice, 
seems to fit the facts better. 


Amount of equipment and population of community 

One might expect that physicians practicing in larger cities where 
elaborate laboratory facilities are generally available would have less need 
within their offices for extensive laboratory equipment. It might also be 
supposed that doctors in the smallest communities, many of which lack 
hospitals and laboratories, would make extensive provisions for these 
services. Such was not the case, however. It was found that physicians 
practicing in communities whose population was less than 1,000 had the 
least laboratory equipment and had devoted the least space to housing 
this equipment. Contrariwise, many of the physicians practicing in larger 
towns and cities had well equipped office laboratories, although they 
frequently utilized the local hospital as well. 


X-ray equipment and its use 

The type of equipment encountered ranged from a small 10 M.A. 
portable fluoroscope to much more powerful machines used for diagnostic 
work and deep therapy. Fifty physicians performed either part or all of 
their radiologic work. The training of the individuals who operated these 
machines and interpreted the films varied widely. One of these physicians 
devoted half of his practice time to radiology; this man had had extensive 
training in the field. Of the physicians who relied upon a trained X-ray 
technician for operation of the machine, all except one had offices located 
in a hospital. In most other cases the nurse or helper in the office or the 
physician who operated the machine had had only informal training, 
usually by the service representative of the manufacturer. 

Most of the physicians who owned X-ray equipment feel that it is 
of vital help in meeting the problems of general practice. A few feel that 
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such apparatus is convenient but not indispensable. A few more stated 
that they would not do X-ray work in the absence of a partner interested 
or trained in the field. It is not the purpose of this report to argue the 
question as to whether or not a general practitioner should own and 
operate radiologic equipment. It should be quite apparent, however, that 
more than half of the general practitioners perform some radiologic pro 
cedures and most of these feel thar (t 15 indispensable in their practice. 
Clearly it would be much riwore desirable if these men could have some 
formal training in radiolog wcunique rather thi. having to depend 
upon service representatives for theiy intormation aud training. 


C. Auxiliary Workers 


The more responsibilities and duties a physician can delegate to ancil 
lary personnel, the more time he should have to devote to actual patient 
care. His aides can perform many tasks of professional and nonprofessional 
nature. Obviously the scope of the work undertaken by the physician 
determines in large measure the number of helpers needed. The physician's 
idea of his responsibilities to his practice and the number of ancillary 
services available in the community will also influence this need. The num 
ber of employees may indicate the thought given to organization and 
efficiency in the conduct of practice. Group practices are probably in a 
better position to hire trained assistants and to provide enough work to 
justify the salaries of these assistants. 


Distribution of auxiliary workers 


Three physicians in this study had no professional or ancillary help 
of any type. Others had such help on a part-time basis only. The vast 
majority of physicians had either one or two helpers. A few had more. 
It would appear that, on the average, physicians with two or more auxiliary 
workers provided better medical care than did those with fewer workers. 
However, this may not necessarily be a cause and effect relationship. The 
list of workers employed included secretaries, untrained personnel used 
as professional aides, registered nurses and laboratory technicians both 
registered and unregistered. The tasks performed by these workers ran the 
complete gamut from answering the telephone to caring for patients in the 
doctor's absence. As a rule the duties of these personnel were a combina 
tion of secretarial and medical. 


Registered nurses 


Many registered nurses were found in the doctors’ offices but very few 
were utilized to the fullest extent of their training and qualifications. It 
was felt that most of ‘he tasks performed by them could have been carried 
out by any intelligent person with a minimum of training. Many physi 
cians, when queried, stated that they did not feel that a registered nurse 
was necessary and that they preferred intelligent, untrained personnel 
who could be trained to perform simple tasks about the office. 
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Medical technologists 


Seventeen physicians had available the services of trained laboratory 
technologists. Some of these personnel were fully trained and registered 
while others had had less training but were still devoting all of their 
time to medical technology. Ten of these physicians with such technica! 
service immediately available worked in offices located in hospitals. In 
these situations the technicians served not only the individual physician 
but also other physicians who utilized the hospital. Two physicians had 
hired trained technologists to work in their laboratories and these labora- 
tories were planned to serve commercially several other physicians also. 
One doctor ran a small obstetrical clinic in conjunction with his office 
and employed a trained technologist who also helped out with many tasks 
other than laboratory procedures. A single physician in solo practice 
employed a trained technologist solely for laboratory work. Here again 
one finds that the practices in which such trained personnel were available 
were generally better than average. 


DISCUSSION 


Some differences in the quality of medical care have been compared 
with certain aspects of the doctor’s workshop. Though imperfect indicators, 
the doctor’s workshop and the people and equipment in it tell something 
of how well medicine is practiced. The presence in a practice of a tech- 
nologist, a well equipped laboratory and efficient organization probably 
reflect the doctor's interest in and understanding of medicine and what he 
regards as important to its practice. The physician provides himself with 
the things he feels he needs for practice; personnel, equipment and an 
attractive office cannot make him a good physician. Concern with giving 
good medical care is, of course, concern for the patient's welfare. Thought 
given to the patient's comfort and convenience seemed to be correlated 
with the excellence of practice and this could sometimes be demonstrated 
objectively, In another chapter it will be noted that operation of an appoint- 
ment system is positively correlated with good medical care. It has been 
stated previously that good medical practice is an overall skill; the rela- 
tionship between good tools and good practice is part of the pattern. 


Vill: The Doctor's Family and 
Community Background 


A. The Physicians’ Family Backgrounds 


Ss BACKGROUND OF A physician may be of importance to medical edu- 
cation in that its intellectual and economic resources may encourage 
or limit the student’s length of training as well as general fitness for 
education and practice. Sociologists have long been aware of the tradition 
of education in certain families. The variations in economic resources of 
various occupational groups are well known. Davison has pointed out that 
there is a dearth of students from rural areas entering medical education 
in North Carolina, and the situation is probably not different elsewhere." 
Fein in a separate and extensive study of North Carolina physicians has 
confirmed this finding.2 The following examination was made in the 
hopes of finding factors that might be of importance in the selection of 
medical students and future physicians. 


METHODS AND RESULTS 


For the purpose of this investigation the occupation of the fathers 
of the doctors studied were grouped in seven classes. These classes are 
based, to a limited degree, on the U. S. Department of Labor's classification 
of occupations, but they differ in important aspects. The Department of 
Labor's education-based classification lumps all professions together, includ. 
ing such economically diverse groups as school teachers and doctors. Since 
it was felt that the economic backgrounds of the students might influence 
the length of their training, an attempt was made to obtain similar eco 
nomic groupings and, insofar as possible, to group families with similar 
educational backgrounds. Several different groupings were attempted but 
the final one contained the following occupational classes: 


A. Middle class professional persons. These included sons of physicians, 
lawyers, and engineers. (no. of doctors 15) 

B. Executive class. This class appears to be a higher economic group of 
somewhat heterogeneous composition, including a factory superintendent, 
district superintendent of a railroad, an industrialist, etc., (no. of doctors....6) 

C. Other professional and semiprofessional groups. This class is educa- 
tionally heterogeneous and economically homogeneous. It includes account- 
ants, school teachers, ministers, and some sales persons who were judged 
to be economically similar. (no. of doctors. we 


1. Davison, W. C.: M.D., 6; 85-88 (1951) 
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D. Merchants and small entrepreneurs. This class is made up largely of 
small town merchants and includes such diverse groups as automobile deal- 
ers, furniture dealers, morticians, lumber dealers, employees of smoll insur- 
ance firms and postmasters. (no. of doctors 15) 

E. This is employmentwise the most homogeneous group and consists en- 
tirely of farmers. Some were poor and others were well-to-do. (no. of 
doctors 33) 

F. This group is made up of skilled workmen. (no. of doctors...............10) 

G. This class is made up of unskilled workmen. (no. of doct 4) 


Father's occupation and the physician's education and training 


The effect of the father’s occupation has been examined in relation to 
the doctor's educational background. Manlove, Anderson and Tipner’ 
note the much higher mean 1952-53 tuition at the private medical schools 
than at state or municipal schools. It is interesting to note, of the doctors in 
this sample, 55.3 per cent graduated from private medical schools and 44.7 
per cent graduated from state or municipal medical schools. In 1952-53 
the number of students enrolled in private medical schools constituted 
52.4 per cent of the total and those enrolled in state schools was 47.6 per 
cent of the total. The distribution obtained in this study would seem to 
be sufficiently close to the present enrollment to conclude that these physi- 
cians are not atypical. 

Within the occupational groupings used here there did not appear to be 
any distinctive trend associated with the economic background of the 
doctor insofar as attendance at either private or state schools is concerned. 
In the B group, the sons of executives and major business men, an undue 
proportion appear to have gone to state schools but the numbers are so 
small that one can draw no conclusion. Contrariwise, all the sons of un 
skilled laboring men went to private schools. This would appear to be a 
highly suspect result if it were assumed that students from poor economic 
backgrounds invariably went to the less expensive state medical schools. 
It appears that private and public medical schools select students from 
all types of family backgrounds. A further examination failed to show any 
association between the presumptive economic status of the physician's 
family and the geographic location of his medical school. 

A comparison of the length of the premedical course in relation to the 
occupational classification of the doctor’s family was also made. The dif- 
ferences were found to be very small and of no significance. Since the 
amount of premedical training is regulated by the medical school to a 
greater degree than by the student, this is not surprising. 

The intern and residency programs are the only portions of a doctor's 
training over which he has a large measure of control. It is generally 
assumed that finances often limit the length of this period. It was of interest, 
therefore, to examine the amount of time spent in intern and residericy 
training by the doctors coming from these diverse backgrounds. The results 
are presented in Table $2. Of the 21 doctors whose fathers were in the 
A or B groups (professional classes) 66 per cent spent. more than one year 
of training after medical school and the average length of training for 
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TABLE 32 
Relationship Between Father's Occupation 
and Length of Training 


With more than Average length 
one yr. training of training 


No. Percent Months 


10 20.0 
20.3 
77 

17.0 

14.5 


17.7 
17.0 


both groups was 20 months. At the other extreme the 33 sons of farmers 
showed a very different picture. Only 27 per cent of this group spent more 
than one year in training and the average length of the training for the 
entire group was 14.5 months. Groups C, D, F and G appear to be similar 
in that the average length of training was approximately 17 months. Though 
the results of this tabulation seem to show quite marked diflerences they 
did not prove to be statistically significant. 


The family occupational classification and the doctor's place of practice 


Considerable attention has been given to the origin of medical students 
since several recent studies indicate that medical students tend to return 
to practice in areas similar to those from which they came.’ *. * The doctor's 
place of practice was examined to see if the father’s occupation influenced 
him to return to his place of origin or to another to practice. The father’s 
occupation apparently makes very little difference to the doctor in his 
selection of a place to practice, with the exception of doctors’ sons. Almost 
all the sons of physicians were practicing with their fathers or in practices 
formerly carried by their fathers. 


The family occupational classification and quality of a physician's work 


The admissions committee of a medical school which did not give 
weight, consciously or subconsciously, to the family of an applicant would 
probably be unusual. The father’s occupation was compared with the qual 
ity of the doctor’s work as described in Chapter HI. The sons of executives 
(B group) were better (mean qualitative rank 3.7) than the average 
(P = less than 5 per cent). The only other deviant was group D (small 
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Group Total Number ee 
& 

5 | 50 
2) 

| 44 46 
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merchants and entrepreneurs) whose mean qualitative rank was 2.2. They, 
however, were not significantly different from the average. Being the son 
of a physician does not appear to be a fact of any importance in predicting 
the quality of a general practitioner's performance, although some medical 
schools apparently attach some weight to it in selecting students. It appears 
from the results obtained from this comparison that the father’s occupation 
is of little importance in selection of men as potential general practitioners. 


B. The Doctor's Place of Origin 


The increasing concentration of physicians in cities appears to be a 
cause for concern insofar as there is a correspondingly slower rate of re- 
cruitment of physicians for rural areas. It appears that this trend may be 
aggravated by the greater tendency to recruit physicians from urban popu- 
lations. Most studies of the problem of physician distribution have been 
based on all doctors, among whom are the specialists whose practices are 
almost of necessity limited to cities. While this study is not well adapted for 
this type of problem, its limitation to general practitioners and the detailed 
information obtained provided data of some interest. 


Origins of North Carolina general practitioners 


The 94 doctors in the sample were drawn from 15 states. Sixty-eight 
came from North Carolina. Sixteen were from the Southeast, four from 
New England or the North Atlantic states, three from the Midwest and 
three from the Far West. Among the sixteen doctors from the Southeast, 
most came from states directly adjoining North Carolina. In a few instances 
such a move was a mere matter of crossing the border and sometimes rep- 
resented less change in community or location than many intrastate 
movements. 


Relationship of a physician's origin to place of practice 


The urban-rural distribution of physicians has shown increasing and 
disturbing disparity in recent years. In Table 33 the population of the 
doctor's place of origin or major residence*® prior to going to a university 
is compared with his present place of practice. The population of the major 
residence has been adjusted to the period when the doctor lived there. 
There was considerable migration of doctors in all directions. Among these 
doctors, 21 were practicing in a town the same size as that of their origin, 
24 were practicing in smaller towns, while 49 were practicing in larger 
towns. It can be seen from the table that of 53 doctors whose place of origin 
was rural, there were 22 doctors (41.5 per cent) practicing in rural areas. 
Among the 41 doctors whose origin or major residence was in towns of 
greater than 2,500 population, 12 or 29.3 per cent are now practicing in 
rural areas. Although this would seem to support the thesis that more 


* The place of major residence is defined as the doctor's place of longest residence 
between the ages of 5 and 18 years. In most cases it is no different from the place of 
origin (birth), but there were enough doctors who had multiple previous residences 
to make this necessary. 


114 


TABLE 33 
The Effect of Origin on the 
Doctor's Piace of Practice 


Population ‘ Population, Place of Practice 
Place of Under 10,000- 50,000 Totals 


Origin 1,000 49,999 ond over 
Under 1,000 .............. 9 
1,000 - 2,499 1 


7 42 
1 
2,500 9,999 O 8 
4 
1 


10,000-49,999 .......... 1 
50,000 and over 


Totals . 


doctors of rural origin return to rural areas to practice, the difference is 
not statistically significant. 

Among the 53 doctors of rural origin, there were 33 whose major resi 
dence was on farms. Since medicine is almost invariably practiced in towns, 
the presence of this large group who came from farms must necessarily 
influence considerably the migration pattern of doctors. 

That doctors do, in a considerable number of instances, tend to return 
to the areas from which they came to practice is demonstrated by another 
type of compilation made on the same data. Of the 94 doctors in this sample, 
29 (30.8 per cent) returned to their original towns, or in the case of previous 
farm residence, to the counties of their origin to practice medicine. Another 
29 (30.8 per cent) practiced 50 miles or less from their previous residences. 
Thirty-six (38.3 per cent) were practicing more than 50 miles from their 
previous residences. Among the latter group, there were representatives from 
widely scattered parts of the whole United States. It appears that among 
general practitioners approximately 60 per cent return to the area in which 
they grew up for purposes of practice. However, this may be different 
from returning to a rural area. 

From the above it appears that several things are true. Davison’s' obser 
vations that students tend to return to their home town in a large percentage 
of cases to practice appears to be borne out among general practitioners 
only to the extent that a third do return. Another third do not migrate 
very far, but the shift often involves a rural to urban transfer. However, 
it would appear that among the doctors who do not locate in their home 
town or county migration proceeds both from smaller to larger areas as 
well as from larger to smaller cities. 

This considerable migration is not a recent development. When these 
figures were broken down on an age basis it became evident that doctors 
in the sixth and seventh decade of life had migrated with the same fre 
quency as doctors in the third and fourth decade. The average age of 
physicians in smaller towns was not different from that of those in larger 
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communities. While there appear to be different rates of recruitment of 
general practitioners to rural and urban centers, this data does not suggest 
that the ratio is changing rapidly. Lastly, it might be mentioned that 
doctors who migrated to North Carolina from other states did not show 
a different distribution in terms of the population of the city of practice 
from doctors whose origin was North Carolina. An interesting and some- 
what surprising discovery in the course of this study was to find doctors 
from the country’s large metropolitan centers practicing in some of the 
most isolated situations in the state. 


The physician's origin and the quality of his work 


In the section on medical education it has been noted that the doctors’ 
places of origin appeared to exert no influence on their performance in 
medical school. On the other hand, doctors whose origins were in towns 
of greater than 50,000 population appeared to be better physicians than 
those from smaller communities (P == less than 2 per cent). Among doctors 
originating in towns of less than 50,000 population, size appeared to have 
no effect. 


Selection of a practice location 


The process of selection of a place to practice is complicated. It was 
investigated by asking the physician how he went about the process and 
also trying to determine if there were any evidence of selection, other than 
personal preference, that had operated among physicians in relation to 
their practice locations. The latter problem was approached by first com. 
paring the general practitioners in the different population groupings pre- 
viously considered with respect to their medical education and training. 
There were no significant differences between doctors in different sized 
towns on the basis of academic performance, in total amount of training 
served or in training in internal medicine. These have been shown to be 
related to other aspects of practice but they apparently do not influence 
selection of a practice location. Examination of the quality of a physician's 
work in comparison with the population of site of his practice revealed that 
those physicians practicing in communities of 1,000 to 2,499 and those 
in cities of over 50,000 population had the highest Mean Qualitative Rank 
while physicians in communities of less than 1,000 had the lowest. 

Among physicians practicing in towns of 1,000-2,499 population, 10 out 
of 21 were in group practice, whereas all physicians practicing in towns of 
less than 1,000 population were practicing alone. 

The reasons given by the physicians for selecting their practice locations were 
diverse. Among the group of doctors who went back to their home towns or 
were practicing within the county of origin, the fact that this was home, that 
this was where their roots were, that this was where they had financial interests, 
or other similar motives were often given for returning. Most sons of physicians 
tended to return to practice in the same community and often in the same office 
as their fathers. Among the doctors who did not locate in their home town or 
home county, the reasons for selection of locations were highly individualized. 
Many considerations appeared important. Among these were size of community, 
proximity to the physician's or wife's family, friends, offer of a partnership, defer- 


ment from military service in an under-doctored area, an offer of free office 
space, loyalties to institutions, recreational facilities as well as others. 
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Movement of general practitioners 


A considerable number of the doctors made several moves before they 
ultimately settled down. Several doctors followed a rather common pathway 
into practice by associating with an older doctor. It would appear that 
while this may occasionally be successful, it is very frequently disastrous. 
Some left after a very short period of time, usually stating that they had 
to do all the work and the older doctor took all the money. Established 
physicians often complained that younger partners wanted larger salaries 
but did not want to do the work necessary to earn them. 

Among the doctors who graduated from medical school in the 1930's 
quite a few moved about from one post to another seeking a town where 
they could make a living. Four doctors left private practice for the armed 
services or institutions of practice during the early 1930's because they 
“could not collect enough to pay the office rent.” Two or three of the de- 
pression years’ graduates ultimately found towns less affected by the de- 
pression in which they were able to make a living. In contrast to these 
stories of beginning practice in the early 1930's are the more recent histories 
of physicians who had left practices in certain areas because they were 
too busy. 

The histories of finding suitable locations would indicate that most 
doctors find practice locations quite readily. The sample of doctors studied 
was broken down by location in which they practiced up to the time 
they were seen in this study. In doing this all of the doctor's private prac 
tice locations, following completion of his training, were counted even 
though these may have been for periods no longer than a month. Service 
in the armed forces has not been counted except for one doctor who had 
made a career of the army. This tabulation somewhat underestimated 
the extent of movement among doctors from one location to another since 
theoretically such movement is not finished until the doctor dies or retires 
from practice. Fifty-eight doctors remained in the first city or town selected 
for practice. Thirty moved once or twice before finding a permanent loca- 
tion with a diminishing number trying out more locations. 

Among four doctors who practiced in five or six different locations, two 
appeared to be inveterate movers in that they had not stopped moving at 
any time in their professional careers, whereas two appeared to have 
stabilized ultimately after many changes. 


Satisfactions and dissatisfactions with place of practice 


Each doctor was asked what fact in his local community caused him to 
stay. Quite a few of the doctors who had returned to their place of origin 
stated that it had never occurred to them to consider any other or that the 
factors which had caused them to return to this area had caused them to stay 
here (“This is home. This is where I have my roots.” etc.) The other commonly 
given reasons for having decided to settle permanently in a given situation 
were friends, liking for the area, success in building up a practice or lack of 
reason for leaving. Quite a few of the doctors stated that when they originally 
took up general practice they had expected to remain only long enough to 
earn money to return for further training. Early success, good income, formation 
of friends, liking for the community, or other similar considerations persuaded 
the doctor to remain. 

Each doctor was asked whether the location of his practice was a good one 
for conducting a general practice. It was hoped that asking this question might 
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reveal something about the forces which attracted general practitioners to certain 
areas or made them avoid others. Most doctors stated that their own area was 
a good one for general ‘practice. There were only 17 who were critical. The 
criticisms most commonly heard were directed toward specialists. In the larger 
cities the difficulties in obtaining hospital appointments or the limitations 
placed on general cape mo in hospitals — irksome to some. An extreme 
example was an older physician who referred to himself as a “disqualified doctor” 
because he had recently been subjected to normal hospital supervision with 
respect to his obstetrical practice. 

A few doctors were concerned about competition with specialists. Only two 
doctors complained about the lack of local medical facilities. There were 33 
doctors who regarded their areas as excellent places for general practice, mainly 
hecause competition with specialists had been resolved in favor of general prac- 
tice, Some doctors noted that the population of the area was too sparse or the 
town was too small for specialist practice, or that the general practitioners were 
in control and presumably therefore the town was a satisfactory one for general 
practice. Competition with a em practitioners was mentioned infrequently. 

There were a number of doctors who seemed to have diverse reasons for 
regarding their own areas as pleasant or unpleasant. A few mentioned the ex- 
cellence of local medical facilities and there was another group, mostly, men 
located in small towns, who commendably equated a nh place to practice 
with an area that needed a general practitioner. 


There was another interesting group of eight doctors who perhaps had 
more reasons to like their areas for general practice than others. These eight 
doctors all had in one way or another created their own environment for prac- 
tice, The doctors in this group were men with well directed “drive” who had 
provided leadership or had created facilities for medical care in their own area. 
This usually took the form of building clinics with good laboratories and 
facilities, but in other instances the doctor appeared to be responsible for the 
success of a community hospital. 


DISCUSSION 


The foregoing examination of the family and community background 
of 94 general practitioners in this sample produced rather little useful in 
formation. Although it is perfectly obvious that the family background of 
an individual must shape his subsequent performance to a considerable 
extent, readily ascertainable facts that could be classified seemed to bear 
little relationship to anything significant in the doctor's education or 
practice. The economic background of the family seemed to have little 
effect on the choice of medical school attended or the amount of training 
taken. Although the physicians who were sons of executives exhibited 
a mean qualitative rank significantly above the average, the father’s occu- 
pation generally would appear to be of little help in selecting men for the 
practice of medicine. 

The study of physicians’ choices of places to practice shows that about 
two-thirds of physicians tend to practice very close to the area from which 
they came. Somewhat more rural physicians came originally from rural 
areas although the difference between this group and those with an urban 
background was not large. General practitioners who grew up in cities of 
greater than 50,000 population were on an average better doctors than 
the rest of the sample. Larger cities provide a variety of environmental 
and educational conditions that might be considered as an explanation 
for this difference. 

Attempts to determine what factors influenced a doctor’s choice of a 
practice location were not altogether satisfactory. Reasons for selection 
of a particular community for practice were extremely variable and the 
factors which influenced the physicians to select one area seemed to be 
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largely personal. The presence or absence of medical facilities rarely seemed 
to be decisive. This may be because hospitals are so well distributed that 
there is little need to weigh this factor. 


IX: Non-Medical Activities 


Recreation 


ISCUSSION OF THE doctor's use of his leisure time may seem somewhat 

tangential to the purpose of this study. The doctor's use of his leisure 
was considered to be of potential importance insofar as it might pay divi- 
dends in greater effectiveness in practice. It was further felt that the doctor’s 
use of his recreational time or the character of his hobbies might con- 
tribute some understanding of the doctor as a person which would have 
a bearing on his work. The Strong Vocational Interest Blank and Medical 
Specialists Preference Blank are built on individual interests, likes and dis- 
likes. These tests apparently identify personality traits which distinguish 
between surgeons, pathologists, internists and psychiatrists.? 

While no such ambitious expectations were attributed to examination 
of the doctor's recreation, it was hoped that the results might be worth 
the small effort necessary to obtain this information. 

In the section dealing with the doctor's workday, reference will be 
made to the long average workday of the general practitioner as well! as 
the extremely long hours of work put in by the busiest physicians. Among 
a few of these physicians the week's activities can be described in terms of 
eating, sleeping, working and going to church on Sunday. There was mani- 
festly little time for recreation. Among the 93 doctors for whom informa- 
tion was available, 13 described themselves as having no hobbies or special 
recreational activities. In a few instances demands of practice were such 
that on his day off the doctor did anything that allowed him to escape 
from the incessant demands of his practice and the constant ringing of 
the telephone. Among these doctors without definite recreational patterns, 
quite a few loafed about their houses, spent the day with their families, 
or if the demands of their practice were too insistent, visited with relatives 
in other towns where they could not so readily be found. 

A wide diversity of hobbies was found. About half of the doctors did 
some hunting, a quarter fished and a dozen played golf. Cottages on lakes 
or the ocean and the attendant water sports were also frequently en- 
countered. Photography, “hi-fi,” “ham” radio, woodworking, raising horses, 
dogs or other animals, reading, gardening, house repairs, farms, real estate 
management or business enterprises were hobbies occasionally encountered. 
A few doctors found their recreation in watching television, going to the 
movies or following sports events. These were more common among doctors 
who, for some reason or another, found it difficult to pursue more active 
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recreation. Among the less common recreational activities were card play- 
ing, civic work, travel, scrap books, trading cars, drawing, pool playing, 
piloting planes, gun collecting, investing, paper hanging, building model 
trains and writing. 

Among these very diverse hobbies no definite pattern could be detected 
that could be related in any way to the doctor's work. Presumably creative 
hobbies were no more frequently associated with one form of practice than 
another. The doctors doing better work tended to have more hobbies than 
those doing a poorer quality of work, though the differences were too small 
to be important. A few doctors who expended almost all of their energies 
on some avocations did not appear to be greatly interested in medicine. 
Though recreational activity is undoubtedly very important, it did not 
appear from this brief examination to have any consistent relation to a 
doctor’s performance. 


Civic and voluntary organizations 


During the course of this study, information was obtained as to the 
extent that doctors assumed responsibilities for civic or governmental func 
tions. As with other medical activities, it was felt that this might aid in 
understanding the doctor. 

Among the 93 doctors for whom information was available, 16 were 
holding civic office at the time of the study. There were in addition one 
or two doctors who had previously served on town or county boards of 
one type or another. Among these 16 doctors there were six who were 
serving on town or county boards of health (and a few who had been on 
boards of health), eight serving on school boards, two on town councils, 
and in three instances other functions were undertaken. One doctor was 
a candidate for an important office. Another was a member of the zoning 
board and a third was on a minor town board. A few of these doctors 
occupied more than one civic post. 

The doctors interested in civic affairs appear to be drawn from all 
types of practice—very good and very poor, as well as intermediate grades 

Most of the doctors seen during the course of this work were far too 
busy to have spare time to devote to civic office. The difficult, tedious con 
duct of business which must be undertaken by school boards, town councils, 
boards of health and other civic committees clearly would not form a very 
desirable or happy change from the demands of general practice. A rather 
small number appeared to be interested in the public health problems. 

Voluntary organizations are in a somewhat different category than civic 
offices. Membership in the Rotary or Lions Club may provide fellowship, 
relaxation and other intangible benefits. A small number of doctors men 
tioned church as an important interest. Among the 94 doctors there were 


a few who were real “joiners,” a large number who were active in one or 


two organizations and a small group who took no active part in any type 
of voluntary activity. The doctor’s participation in the work of the volun 
tary organizations seemed to bear no relation to any of the observable 
facts about his practice such as age, work load or quality of practice. 
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X: The Doctor’s Hours and Wages 


A. Hours of Work 


De THE Course of this study the authors, in common with previous 
observers, were impressed with the selflessness of many general prac- 
titioners in regard to their time and efforts. The irregularity and frequency 
of the demands made upon the physician's time are greater than in most 
professions. He is pictured in the minds of many as being ever available, 
never too fatigued to see one more patient, and having little personal need 
for rest or recreation. Many of the general practitioners participating in 
this study fit this picture. 


METHODS 


By means of personal observations, the length of a typical workday 
was determined for each physician. In order to do this the observer accom- 
panied the physician on his hospital rounds, his house calls and his office 
hours throughout the day and evening and sometimes into the night. 
Because of inconvenience to both, the observer did not usually go with 
the physician on unexpected calls received after finishing his scheduled 
rounds in the evening. Therefore, the observations reported here do not 
include the hours which the physician might have spent making calls 
late at night, or very early in the morning. These exclusions introduce 
an error of unknown magnitude into the tabulation of each physician's 
workday, but the direction of the error is known. Naturally, the workload 
of any physician varies from day to day and from season to season, but it 
is believed that these figures provide a real indication of each physician's 
usual workday. Each physician was asked if he worked on an appointment 
system, either in whole or in part. 


RESULTS 
Average workday 


Of the 94 practices visited, observations in 90 yielded figures useable 
for the purpose of comparison. Great variation was noted between indi- 
vidual practices in the length of an ordinary workday. The shortest work- 
day was three hours in length and the longest was 16. The average for all 
90 physicians was 9.3 hours per day. Extrapolating this figure on the basis 
of a 514 day workweek, one derives a total of 51.2 hours per week. This 
figure in itself is not very impressive although it exceeds the accepted 
normal work week of 40 hours by 25 per cent. However, it should be re- 
emphasized that this figure fails to reflect the true picture of the hours 
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of work of these general practitioners because it excludes night calls, 
night obstetrical deliveries and work on Sundays. Although these doctors 
work long, hard hours, they contrast somewhat with the picture drawn 
by earlier writers of fact and fiction. The pattern of practice apparently 
has changed substantially in the last half-century. The work week of the 
laborer and merchant is now shorter, and the general practitioner also 
has been able to reduce his hours of work. Improved methods of trans- 
portation and communication, more hospitals, new drugs and methods of 


treatment, and public education have all contributed to this changing 
pattern of practice. 


Physician's age and workday 


As one might expect, older physicians tend to work shorter hours than 
do the younger ones. Table 34 shows that general practitioners below the 
age of 30 work an average of 12.4 hours per day, whereas physicians in 
the 61 to 65 age group average 7.8 hours per day. Thus the younger physi- 
cians have a 59%, longer workday than do the physicians in the oldest 
age group studied. Undoubtedly physical stamina and energy are partial 
determinants of a physician's workday. The zest for putting into practice 
some of his painfully acquired academic knowledge and also the desire 
to build a large practice and acquire financial security play additional 
roles in defining the longer hours of the younger physician. The shorter 
working hours and smaller practices of the older physicians result partly 
from voluntary restrictions and partly from involuntary forces. Ill health 
is one factor, and public preference for a younger, more active physician 
is probably another. Some of the older physicians had acquired new in 
terests outside of the practice of medicine and preferred to take time away 
from practice to allow for more concentration on these outside interests 
Such a division of interests was not found to any significant degree amongst 
the younger physicians. 


TABLE 34 
Distribution of Physicians by 
Age and Daily Hours of Work 
- Age ia Yeors 

Hours of Work 25-30 31-40 41-50 51-60 61-65 Totals 
5 or less 4 2 1 7 
6-8 10 8 1 
9 -11 14 13 7 3 
12-14 1 10 3 1 
15 or more ..... 


Totals 34 18 
Average hrs. worked .......12.4 10.0 8.0 


TABLE 35 


Relation of Hours of Work and 
Net Income from Practice 


No. of 
Hours of Work Doctors 


5 or less 6 
6-8 
9 -11 
12-14 
15 or more 


Total 


Size of community and workday 


The physicians whose practices were located in the smaller commu- 
nities worked longer hours than did the physicians in the larger urban 
communities. Physicians practicing in towns having a population of less 
than 2,500 averaged a $1 per cent longer day than did the physicians in 
cities of 50,000 or more. This is probably attributable in part to the well 
known fact that the physician-population ratio tends to be higher in the 
more populous areas. 


Hours of work and income 


Table 35 shows the relation between hours of work and income. There 
is a linear relationship between them that is statistically significant with 
a probability of less than one per cent. 


Hours of work and qualitative rank 


There was no discernible relationship between the amount of time 
devoted to practice each day and the quality of care rendered. Thus, the 
popular idea that a busy doctor is a very good doctor does not appear to 
be entirely justified. The fact that the best doctors spend no more time 
in their practices tends to refute the idea expressed by some that “I could 
do a better job if I had more time.” Patients’ selection of a physician is 
necessarily based on inexpert criteria; their satisfaction does not appear 
to relate always to his clinical skill. 


Round-the-clock availability 


Although all of these physicians either made themselves available for 
emergencies on Sundays and holidays or arranged to have their practices 
covered by a colleague, 10 maintained formal office hours on Sundays. 
As a rule this time amounted only to one or two hours and was set aside 
principally for patients who had been seen previously and who required 
specific continuing observation or medication. A similar situation obtained 
in regard to availability during the evening. While only six of these physi- 
cians maintained formal office hours during the evening, the remainder 
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Income 
$ 9,600 
13,800 
16,400 
18,200 ‘ 
27,500 
|| 


usually made arrangements for close telephone contact so that they were, 
in eflect, available throughout the day and night. Sixty-three physicians 
maintained formal office hours on Saturday afternoons, many of them 
remarking that “Saturday is my biggest day.” In many practices the Satur 
day afternoon hours represented a concession to the local mores. In the 
rural parts of this state it is still customary for many farm families to come 
into the town or village on Saturday afternoon for transacting business, 
social gatherings or calling upon the physician. 

Most physicians attempted to close their offices for a half day during 
the week, while a few did so for a whole day. Although these physicians 
usually referred to this as “my afternoon off,” it was noted that this time 
frequently was not spent in the recreation for which it was intended. 
More often the afternoon was spent, either in whole or in part, catching 
up on house calls, seeing very sick patients or completing hospital records. 
Some physicians in the smaller communities had learned that in order 
to have any time at all to themselves or with their families they had to 
get away from town or in some other way actually seclude themselves from 
a few inconsiderate patients. This was never done, of course, unless another 
doctor was available in the community. One physician who habitually 
left town on his free afternoon to visit a nearby lake for boating said that 
he could hardly enjoy this free time because he knew there would be 
patients waiting at his home and office when he returned in the evening. 


Appointment system 


It was found that 34 physicians maintained an appointment system, 
either wholly or in part, in conducting their practices. In response to queries 
about this, some physicians felt that they could not run a practice without 
a strict system of appointments although all made provisions for seeing 
the casual drop-in patient. On the other hand, the majority of physicians 
stated with varying degrees of feeling that the nature of their practices 
would not allow them to operate an appointment system. In many instances, 
particularly in rural areas where telephone communications were limited, 
it was apparent that attempts at a rigid appointment system would operate 
under severe handicaps. Appointment systems were found in practices of 
every type and in every area, including the most sparsely settled. In some 
situations it was believed that the failure to utilize this device for systema- 


TABLE 36 
Relationship Between Use of Appointment System 
and Mean Qualitative Rank 
Meon Quoalita- 
Appointment System No. of Doctors tive Rank 
Entirely 17 3.35 
Partial 16 3.06 
None 2.40 


Total 2.70 


tization of practice was due at least in part to the physician's own reluctance 
to discipline himself to this degree. 

Previous allusion has been made to the fact that the doctor's equipment 
and routines reflect his concern for the quality of care which he renders 
and for his patients’ comfort and convenience. One aspect of this is depicted 
in Table 36. In the table “entirely” means the physician scheduled all or 
nearly all of his patient visits while “partial” indicates that some of his 
visits were scheduled. 

Thus it is seen that physicians who attempted to utilize economically 
their time and that of their patients by means of an appointment system 
were on the average better doctors. The difference between doctors with 
a partial or complete appointment system and those with none is statistically 
significant (P = less than 1%). 


DISCUSSION 


These results indicate that general practitioners do indeed work long 
hours. The figures would be much more impressive if they included time 
spent making calls during the late night and early morning hours and 
on Sunday. The fact that some physicians in semi-retirement who work 
only a few hours a day have been included in calculating the average 
causes the figure to be lower than is actually the case for fully active 
general practitioners. The figure of 51.2 hours per week is lower than 
the figure of 60 hours per week for general practitioners found by Rusk 
et al' in their study. However, the two are not strictly comparable because 
of exclusions previously mentioned. The figures cited by Rusk were deter- 
mined from information obtained by questionnaire and probably included 
hours spent working during the night and on Sundays. On the other hand, 
these findings do agree with Rusk’s that older physicians tend to work 
fewer hours than do younger ones and that the physicians in the more 
densely populated communities also tend to work fewer hours than the 
physicians in the smaller communities. 

One can only speculate that the emotional tension developed by re- 
peated days of exacting work, plus the inability to relax in the evening 
in the knowledge that one’s rest is liable to be interrupted, may exact a 
heavy toll on the physical and mental health of these physicians. One finds 
evidence that such is the case in the work of Dublin and Spiegelman? who 
showed that the death rate for diseases of the heart and coronary arteries is 
845.3 for male physicians as compared with 713.7 for all white males. A 
study of death certificates of North Carolina physicians from January 1950 
to April 1954 appeared to show a higher rate of deaths from cardiovascular 
diseases among general practitioners than among specialists or the white 
male population. Suicides were also more frequent among general prac- 
titioners. The data of Morris, Heady and Barley? support these fiugres 
and show that the British general practitioner is more liable to die of 


~ |, Rusk, H. A. et al: New England J. of Med., 249: 678-681 (Oct. 22), (1953) 
2. Dusun, L. L, Sriecetman, M.: JAMA, 134; 1211-1215, Au 9, (1947) 
3. Mornis, J. N., Heavy, J. A., and Bartey, R. G.: Brit. Med. J. 503-520, March 8, 
(1952) 
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coronary artery disease than his specialist colleagues or males in other pro 
fessions. In the United States, Abrams who has recently reviewed “The 
Doctor's Health” states, “Most striking of all is the consistently inferior 
health picture of general practitioners as a group when compared with 
specialists.”! The death rate of all physicians is no greater than that of 
the general population of white males. 2: 3 The excess death rates at cer 
tain ages and from certain causes such as coronary artery disease can be 
only inferentially related to so vague a concept as “strain” or “excessive 
work.” 


B. Physicians’ Incomes 


Each physician was asked for the amount of gross and net income 
which he derived from private practice during the preceding year. Since 
these data were intimate and privileged the figures were accepted without 
question. Usually the physician was able to relate these figures from memory 
without recourse to records and the figures were most often rounded to 
the nearest thousand by the physician. On some occasions physicians felt 
it necessary to refer to records, either the income tax form for the pre- 
vious year or general business records. Each physician was asked to exclude 
from these figures income derived from sources other than the practice 
of medicine. Although the question was not worded specifically to deter 
mine the net income before payment of taxes, it has been assumed in 
each case that the figure for net income does represent income calculated 
before payment of taxes but after deduction of operating expenses. In 
at least two instances where physicians owned and operated small hospitals 
which furnished care for bed patients it was impossible for the physician 
to determine exactly how much of his income resulted from his personal 
services and how much resulted from operation of the hospital facilities 
In two instances the physician had not been in practice for a full year; 
in these cases the figures available for the fractional year were accepted 
and adjusted to cover a 12-month period for the purposes of comparison 

In some instances where the figures reported for net income seemed 
disproportionately low in relation to the gross income, material surroundings 
or patient load, several factors may have been at play. For instance, the 
physician's collections may have been unusually poor in that year or he 
may have claimed a large depreciation for a building or equipment. This 
latter factor is known to have influenced the figures reported by two 
physicians, and it may have been at play in other instances, also. 

The figures presented here apply for the most part to income received 
during the calendar year, 1952. However, in a few cases the figures repre 
sent income for the calendar year, 1953.This difference in reporting intro 
duces an error of unknown magnitude but it is considered to be slight. 

Obviously, many factors determine the level of a physician's income; 
some are under his control while others are not. Statistical analyses were 


1. Aprams, H. K.: GP, 9: 36-47 (1954) 
2. Dickinson, F. G., Everett, L. W.: JAMA, 139: 1129-1131 (1949) 
Dupin, L. L, Semecetman, M.: JAMA, 134: 1211-1215, August 9, (1947) 


TABLE 37 


Comparison of Net Income of U. S. Physicians with that of 
North Carolina General Practitioners 
U. S. Physicions 
413 83 
Mean $13,378 $15,720 
Median $11,382 $15,000 


performed in an effort to identify some of these factors and relate them 
to the practices which were studied. 


RESULTS 
Comparison with U. S. Department of Commerce figures 


Table 37 compares these figures with those obtained by the . Depart- 
ment of Commerce in 1951 and published in its Survey of Current Busi- 
ness in July 1952. It is readily apparent that the income reported by general 
practitioners in North Carolina is considerably higher on an average 
than that reported by the Department of Commerce. There seem to be 
three major possibilities to explain the discrepancy between these figures. 
(1) This study was limited to general practitioners whereas the Department 
of Commerce data includes specialists in addition. (2) The Department of 
Commerce questionnaire returned to a government department may have 
stimulated doctors to under-report income. Likewise, the present figures 
may represent an optimistic estimate of income. (3) Physicians’ incomes 
may have increased substantially between 1950 and 1952-53. In addition, 
income was found to be higher among physicians in group practices. More 
physicians in group practice were encountered in this study than were 
reported in the Department of Commerce Survey. 


Interrelation between physician's age, scope of practice and 
community size 


In analyzing the various factors which influenced income it became 
apparent that the physician's age, the scope of his practice and the popu- 
lation of the community in which he practiced all affected his net income. 
It will be noted in Table 38 that income drops off rather sharply past the 
age of 50. It can also be seen that physicians with the widest scope of prac- 
tice including medicine, obstetrics and major surgery earned the highest 
income. In addition, it shows that physicians in the very smallest and the 
very largest communities had lower incomes than physicians practicing 
in communities of intermediate size. These differences are of statistical 
significance. These three factors are interrelated and appear to influence 
one another. For instance, physicians limiting their practice to general 
medicine and pediatrics, (Type I) are, on the average, older than physicians 
carrying on practices of wider scope. Also, it was noted that no physician 
doing major surgery was located in the smallest or the largest communities. 
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It was believed that the physician’s age, the scope of his practice and 
the population of the community in which he practiced might be the 
major determinants of his net income. Therefore, statistical analysis was 
performed in order to learn which of these three factors might be the 
most important. The results of this analysis indicate that the age of the 
physician is the dominant factor and that the type of practice and the 
population of the community have less influence on income. However, 
important as these relationships appear to be, they actually explain slightly 
less than 10 per cent of the variation in net income of the physicians co- 
operating in this study. Obviously, other as yet unidentified factors are of 
much greater importance in determining the level of physicians’ incomes. 


Income and qualitative rank 


In an effort to reveal other relationships, additional comparisons were 
carried out. Table 39 shows that there is no linear correlation between the 
quality of medical care provided by a physician and his net income. 
Actually this is hardly surprising in view of the fact that the lay public 
has few valid criteria for assessing a physician’s competence. Indeed, it is 
part of folklore that a layman values a physician's personality or “bedside 
manner” more highly than his professional knowledge which may be less 
tangible or evident. The physician with the higher income is able to 
purchase more medical journals, attend more professional meetings and 
acquire more equipment to be used in practice. However, the mere ability 
to do these things correlates imperfectly with the quality of medical care 
rendered. 


TABLE 39 


Relationship Between Quality of Practice 
and Net Income 


Mean Net Income 
$14,500 
18,900 
17,300 
14,600 
13,400 


Other relationships 


Physicians who were the sons of professional men or executives tended 
to have a higher net income than did the sons of laborers, farmers, small 
business men and others. The implications of this finding are not clear. 

Earlier (Table 38) it was noted that physicians practicing as members 
of a partnership, association or group earned significantly higher incomes 
than did their colleagues in solo practice. Figures from the Department of 
Commerce on the nationwide study confirm this finding. This may be the 
result of more efficient organization of practice or other unrecognized factors. 

The length of the physician's workday is directly related to his income. 
It was noted in a previous chapter that the number of personnel employed 
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by physicians ranged from none up to a total of five, with most doctors 
employing one or two helpers. There is a direct linear relationship of 
statistical significance between a physician's net income and the number 
of his employees. Thus, higher income is associated with more personnel 
in the doctor's office. This finding is interesting and not wholly unexpected, 
although the tabulation gives no clue as to the direction of causality if 
any exists. It seems probable that a higher income simply enables the physi- 
cian to employ more help; it is unlikely that more employees contribute 
significantly to the physician's income. 

There appeared to be no significant relationship between academic per- 
formance in medical school and subsequent income from private general 
practice. 

Physicians who performed some or all of their own radiologic work 
tended to earn higher incomes. However, since many in this group were 
younger and also performed major surgery, these factors may be more 
important than use of radiographic equipment. Actually, very few physi- 
cians utilized this equipment to its fullest extent, and observations led 
to the distinct impression that such limited use did not provide financial 
justification for purchase of the machines. 


Professional fees 


Any discussion of income immediately raises the question of profes 
sional fees. Data concerning fees were collected and showed a rather wide 
range as well as great diversity of method in setting fee schedules. A few 
physicians had made out detailed fee schedules, but most had set only 
a few specific charges such as that for an office or home visit and a fee 
for obstetrical delivery. In these instances, the fee for an office visit was 
frequently the same whether or not an injection was given or some labora 
tory test performed. The usual fee for such an office visit was about $3. There 
was no evidence that these physicians increased their fees for wealthier 
patients, but charges were frequently scaled down for patients who were 
less able to pay. 

In general, fees tended to be quite modest. Only one or two instances 
of patent overcharging were seen. Most physicians manifested little pre 
occupation with fees or collections; very few knew the percentage of fees 
collected. The usual practice was not to send monthly statements, the 
attitude being that those who could pay would do so of their own volition. 
Collection agencies were usually frowned upon. 


DISCUSSION 


General practitioners in North Carolina receive ample material reward 
for their labors. There was little or no evidence of fee gouging or unneces 
sary use of professional equipment in an effort to increase income or amor 
tize the cost of such equipment. Indeed, most physicians used their radio 
graphic and other expensive equipment so infrequently that one can only 
conclude that in many instances these machines represented a financial 
burden to the physician. 
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A few of the factors influencing the general practitioner's net income 
have been identified but the most important ones are as yet unknown. The 
physician's age, type of his practice, the location of his practice and asso- 
ciation with one or more other physicians have definite effects. However, 
there is no linear relation between the quality of his practice and his income. 


XI: The Patients and Their Diseases 


INTRODUCTION AND METHODS 


fe THE FirsT chapter it was noted that there is some difficulty in defining 
the field of general practice. There is no characteristic and agreed pro- 
gram of training for it, nor is it limited by the conventions and patient 
selection which characterize specialty fields. In an attempt to get more 
information about general practice it was deemed necessary to collect data 
on the patients who visited general practitioners as well as the diseases 
which brought them. For this purpose the doctor was asked to fill out a 
short form for each patient (Appendix II]). The information requested 
included the patient's name or initials, age, sex, race and diagnosis. The 
doctor was also requested to indicate by checking the appropriate item 
whether the patient confronted him with a new illness or whether the 
patient had previously been seen by him during the course of that particular 
disease. In addition an attempt was made to get more specific information 
about the nature of the general practitioner's job. Thus he was asked to 
indicate whether he treated the patient in his office, at the patient's home, 
the hospital or elsewhere. He was also asked to check the organs examined 
and the laboratory work performed on each patient. Each physician was 
asked to keep records of all patient visits during the course of one week. 
Since the study was conducted over a period of one year and extended to 
all parts of the state in a random sequence, the results should be representa 
tive for general practice in North Carolina. 


RESULTS 
Sources of error 


There are certain limitations on the accuracy of data gathered in this 
manner. The most obvious is under-reporting. Most of the physicians filled 
out forms on each patient with commendable diligence. However, even 
the most conscientious physicians in the hurry and bustle of daily practice 
forgot or neglected to fill out forms on some patients. A few physicians 
kept records during the period of the observer's visit but stopped keeping 
records as soon as the obse:ver had departed, so that the results presented 
are minimal figures. The records pertaining to the extent of the physi 
cian’s physical and laboratory examination were often judged to have 
been too extensive. In the observers’ opinions these were not filled out 
with sufficient accuracy and consistency to merit their use for any extended 
comparisons. Other possible errors will be considered in connection with 
specific items. 
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Morbidity in general practice 


Ninety-one physicians kept records of the patients they saw during the 
week in which they were visited. Two physicians were in industrial practice 
and records of patients in these practices were not regarded as sufficiently 
typical for inclusion. A single doctor whose practice was visited for a single 
day kept no records. The remaining 91 physicians supplied data on 15,419 
patient visits. 

The limitations on the accuracy of morbidity reports are well known, 
even where such reports are obtained directly from the physician. The 
material which has been presented previously on the quality of medical 
care rendered should make this problem fairly clear. In some of the prac- 
tices in which the history taking and the physical examination were very 
cursory diagnoses were made on little evidence. Even in the best practices 
where careful histories and physical examinations were done, clinical diag- 
noses were not exact, but the probability of a diagnosis being correct was 
considerably enhanced. Variability in accuracy of diagnosis is not unknown 
but it has been strikingly emphasized by the observations made in the 
practices where these morbidity statistics originated. 


These morbidity data were originally classified on the three-digit code 
of the International Statistical Classification of Diseases, Injuries and Causes 
of Death (Sixth revision).! For reasons of space and also because it was 
not felt that such a detailed classification was justified by the accuracy of 
the reporting, the intermediate list of 150 causes of morbidity and mor- 


tality has been adopted for presentation. To this list of 150 have been 
added 19 items encompassing reasons other than disease for patient visits 
to physicians. These include such things as visits for routine examinations, 
well child care, prophylactic medications, etc. Only primary diagnoses are 
shown. The results are presented in Appendix V. The varied nature of the 
pathology confronting the general practitioner is evident from it. Outstand- 
ing are the number of patients with upper respiratory infections. 1,573 
among a total of 15,419 patients or 10.2 per cent were diagnosed as having 
upper respiratory infections and about 18 per cent of the patients were 
treated for respiratory diseases of all types. The second most frequent 
demand upon the doctor's time was made by pregnancy and attendant 
problems. Injuries of all types were next in frequency and accounted for 
almost 9 per cent of patient visits.* The low incidence of emotional disease 
that was reported is regarded as a serious underestimate. The smallest 
categories were those containing diseases peculiar to early infancy and 
neoplasms. Only about half of the latter patient visits were for malignant 
tumors. 

In Table 40 specific diagnoses that were made 100 or more times are 
shown. Substantial numbers of diagnoses had to be classified in the so-called 
“waste-basket” categories. The number of diseases shown here may there- 


1. Bulletin of the World Health Organization, Supplement I (1949) 
*No single injury accounted for as many as 100 visits; however, “injuries” 


as a 
category bulked large in morbidity calculations. 
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fore represent considerable underestimates of the real incidence of specific 
diseases shown. There were, for example, more unspecified anemias than 
were diagnosed as to type. Diseases listed here comprise almost half of 
the morbidity seen by the general practitioners. It will be noted that the 
detailed classification of morbidity is being used here in contrast to 
Appendix V in which a less detailed list of 150 disease categories was used 
for tabulation. 


TABLE 40 


Diagnoses Accounting for 100 or More Patient Visits 


No. of Rote 
Diagnosis Visits 1,000 Visits 


Prenatal visit, normal pregnancy or possible pregnancy....1124 72.9 
Postpartum care without complications.......................... 3V2 20.2 
Well baby and child care (0-5 years) .......20......cc.ccccceceseeeeees 27.7 
Medical examinations (check-up) 23.8 
Asthma . 10.7 
Diabetes mellitus 8.2 
Obesity, not specified as of endocrine origin. 7.7 
Anxiety reaction without mention of somatic symptoms 11.2 
Psychoneurosis—all types 14.1 
Otitis media without mention of mastoiditis . 9.0 
Arteriosclerotic heart disease, including coronary disease 15.5 


Essential benign hypertension without mention of heart.... 23.7 
Acute nasopharyngitis (common cold) 17.4 
Acute pharyngitis 16.5 
Acute tonsillitis 22.4 


Acute upper respiratory infection of multiple or 
unspecified sites 56.4 


Influenza 11.7 
Acute bronchitis 8.0 
Sronchitis unqualified — 78 


Gastro-enteritis and colitis, except ulcerative, 
age 4 weeks and over 


Cystitis 
infective disease of uterus, vagina and vulva 

Disorders of truati 

Delivery without complication 


Classification of morbidity by medical specialty 


In view of the findings presented in Chapter III to the effect that the 
quality of the physician’s work seemed to be determined to some degree 
by the amount of training he had received during his internship and resi 
dency in internal medicine, an attempt was made to break down the 
patient visits by the medical specialty in which their diseases would normally 


8.4 
12.8 
8.2 
17.2 
98 
145 


fall.* The decisions as to where the diseases should be allocated were made 
on the basis of where the diagnosis and treatment of a particular disease 
is usually carried out in a general hospital. Where this proved to be diffi- 
cult, the additional criterion of the service where a disease was character- 
istically taught in medical school was considered in allocating it. Medicine 
and pediatrics were combined for the purpose of this classification since 
they deal with essentially similar problems by similar methods. The char- 
acteristic diseases which are handled and taught only on pediatric services 
and which have no counterpart on medical services were reported infre- 
quently. The results of this allocation are shown in Table 41. This table 
also shows the patient visits in terms of the population of doctor's place 
of practice, since this appeared to influence the distribution of morbidity. 
The large number of patient visits allocated to the medical-pediatric serv- 
ices is immediately evident, and this can be readily confirmed by casual 
inspection of the tables of morbidity presented above or in the appendix. 
About 85 per cent of all of the patient visits are concerned with problems 
that are medical, surgical or obstetrical, with the rest being allocated to all 
other specialties. The allocation of diseases to these various specialty 
categories involved judgments and opinions. Other persons performing such 
a separation might get different results but it is unlikely that the pre- 
ponderance of medical (and medical-pediatric) conditions could be 
abolished altogether. As stated previously, it is believed that the proportion 
of psychiatric disease is underestimated. This is particularly true if minor 
somatic diseases involving considerable anxiety and tension are included. 
The situation of the observer in each of these practices was such that it 
was impossible to make any valid judgments as to the extent of emotional 
disease and it is quite futile to speculate as to what the possible true inci- 
dence may be. Other specialty fields are not directly represented in a 
morbidity classification but are nevertheless employed in practice. In about 
$ per cent of patient visits, X-rays were employed for diagnostic purposes. 
About 15 per cent of patient visits were for preventive care. These included 
prenatal and postpartum visits, well-child care, check-ups, immunizations 
and administration of other prophylactic measures. 


Influence of place of practice on morbidity 


It will be noted that the variation in allocation of disease from specialty 
to specialty by place of practice is not great. Most of the surgery performed 
in general practice is minor, dealing with bruises, cuts, abrasions, minor 
burns, and less with fractures and dislocations and more serious maladies. 
The concentration of surgery among physicians practicing in towns of 
1,000 up to 10,000 population is in accordance with the observations made 
during the course of this study. These were the towns where most of the 
general practitioner-surgeons were found and the larger amount of surgical 


* Dr. Charles E. Flowers, Jr., Associate Professor of Obstetrics, Dr. Warner H. Wells, 
Associate Professor of Surgery, and Dr. Roger W. Howell, Professor of Mental Health at 
the University of North Carolina, assisted in making decisions about where the various 
disease categories should be placed. 
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disease found here represents the performance of major surgery. It was 
somewhat surprising to find that in towns of over 10,000 an increasing 
proportion of the physician’s work was devoted to obstetric care. In towns 
of over 50,000, this appears quite marked. However, this figure (23.1%) 
is inaccurate owing to inclusion of rates from two practices which were 
largely limited to obstetrics. 

The bottom line of this table shows the average number of patient 
visits per doctor in each size of community. With the exception of the 
physicians in the smallest towns who have average size practices, the num- 
ber of patients visiting the physician appears to diminish as the size of 
the town in which he practices increases. This almost certainly is the 
result of increasing numbers of physicians in relation to population in 
larger population aggregates. It should also be noted that the average 
number of patients seen by physic ians in towns of over 50,000 and those 
in towns of 1,000 to 2,500 are antipodal and significantly different from 
the mean. 


Frequency distribution of patients by physician 


In Table 42 the frequency distribution of patient visits is shown by 
physicians. There were two physicians who had recently recovered from 
illnesses at the time their practices were visited. One of these physicians 
reported one patient during a week and the other reported nine. At the 
other end of the scale, one physician reported 505 patients, but even this 
was an underestimate since he ran out of recording forms on the sixth day. 


He presumably therefore saw another 150 patients that were unreported 
for the week in which he kept records. It will be noted that the mode lay 


TABLE 42 


Distribution of Physicians by Number of 
Patients Reported in One Week 


No. of Patients Reported No. Physicions 
© 


100 - 149 
150-199 
200 - 249 
250 - 299 
300 - 349 
350 - 399 .......... 
400 - 449 
450 - 499 
500 + 


Total 


| 
Percent 
17.58 
16.48 
100.00 
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TABLE 43 


Distribution of Patient Visits by 
Race and Sex 


White Negro 
No. Percent No. Percent 


Males 5,123 39.56 839 40.12 
Females ............-..--.7,825 60.43 1,252 59.87 


Totals ........-cnceveeeee) 2,948 100.00 2,091 100.00 


between 150 and 199; this is also where the arithmetic mean fell. Assuming 
a 514 day workweek, it appears that general practitioners in North Caro 
lina see an average of just over 30 patients per day. 


Race, sex and age of patients 


In Table 43 is shown the distribution by sex and race of patients 
visiting physicians. It is well known that women are likely to visit doctors 
more frequently than men and this is borne out by this compilation 
Among both Negro and white patients males accounted for approximately 
40 per cent of all visits and females 60 per cent, whereas the North Carolina 
population has 49.6 per cent males. North Carolina has a population of 
about three million white persons and one million Negroes. It would appear 
from the patient visits that the Negroes visit the white physician consider 


ably less frequently than do whites in proportion to their presence in the 
population. However, the concentration of the Negro population in the 
eastern portion of the state and the proportional sampling of white 
physicians from all parts of the state may very likely have introduced a 
bias so that no conclusions can be drawn with respect to the seeming large 
discrepancies shown in the table. Negro patients would also be expected 
to visit Negro physicians who were not included in this study. 


In Table 44 the distribution of patient visits is shown by the age of 
the patient. The 1950 North Carolina census breakdown by age is also 
shown for comparison. It will be noted that the census breakdown is on 
a slightly different age basis. Since the sample of physicians selected for 
this study does not represent all doctors and was not selected on the basis 
of population, conclusions as to population cannot be drawn with any 
confidence. The comparison presented here with the North Carolina census 
is regarded as largely illustrative. It will be noted, however, that the patients 
visiting general practitioners in North Carolina follow the general popu 
lation age composition fairly closely. Children under one year appear to 
visit general practitioners frequently, as would be expected. Patients in 
the 6 to 15 age group appear to visit physicians only half as frequently 
in proportion to their representation in the population of the same age 
group. This is the group in which morbidity normally is low. It can also 
be seen that among older patients there is a tendency to visit physicians 
somewhat more frequently than would be expected on the basis of their 
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TABLE 44 
Percentage Distribution of Patients by Age 
Patient Visits N. C. Consus 1950 


Age Percent Age Percent 
Below 1 yr 
10.0 


over 65 .......... 8.6 65 & over ...... 5.8 


representation in the general population. It is of course possible that patients 
in the older age groups are institutionalized in a high percentage of cases 
or may come under specialists for their medical care, so that the figure 
given here would not represent an accurate indication of the amount of 
medical care being received by older people. 


Relation between physician's age and patient visits 

The average number of patients seen in a week appeared to decline 
steadily with advancing age of the practitioner. The seven physicians aged 
30 or younger reported an average of 226 patient visits. In the succeeding 
decades the averages were 165, 179 and 150. The five physicians over 60 


years of age reported a mean of 129 patient visits. None of these difler- 
ences was statistically significant but the linear relationship showed the 
reality of the trend. Two other factors which are related to patient load 
showed a similar age trend. These are the physicians’ hours of work and 
income. The number of patient visits also seemed to vary from one part 
of the state to another. In the east the average number of patient visits 
was 155.3 per week compared with 164.2 in the Piedmont and 178.3 in the 
mountain regions. These differences are not significant and may have 
been caused by the distribution of Negroes or sampling fluctuations al- 
though adjustment by month and season of the year was attempted in 
their analysis. 


Other observations of patients seen in general practice 

About 45 per cent of the patient visits to the general practitioners were 
classified as “new illnesses” and the remainder as “old illnesses.” The general 
practitioners do the overwhelming bulk of their work in their offices where 
about three-fourths of all patients are seen. About 10 per cent are seen in 
the hospital and a similar number at home. The remainder are seen in a 
variety of other places, such as institutions, public places, stores and the like. 
A comparison was made with the patient load of the individual physician 
and the quality of his work. The most striking difference between any two 
classes of physicians was between those in Qualitative Rank V, the best, 
and IV, the next to best, who averaged 138 and 193 patients per week, 
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16 25............16.4 15 
26 ~ 35............18.6 25 
36 45............14.3 35 44............13,1 
46 - 55............10.1 45 - 54............ 9.3 
56 65... 8.2 55 - 64............ 6.1 


respectively. It was felt that this may possibly have provided an explanation 
for the difference between these two groups both as to quality and net 
income but insomuch as the difference did not prove to be significant, no 
meaning can be attributed to it at this time. Otherwise, the average number 
of patients seen by the physicians appeared to increase with the increase 
in the quality of their work. These differences likewise did not prove to 
be significant. 

Physicians in group practice were found to have a greater average 
patient load per week (196 patient visits) than those practicing alone (160 
patient visits.) However, the difference was not statistically significant be 
cause of the great variation in both groups. Doctors in group practice do 
not appear to experience the decline in patient load that doctors in solo 
practice do with advancing age. This was also true for hours of work and 
income which are probably determined by the patient load. The differ 
ences between group and solo practitioners are not statistically significant 
with respect to any one of these items. 

Comparisons of these results with other like studies show many similari 
ties. The several studies of morbidity in general practice in Great Britain 
have produced results not greatly different from those presented here.! 
A report of a morbidity study performed in the State of Washington shows 
a distribution of diseases and patients substantially the same as that obtained 
in North Carolina? A recent study of a single rural North Carolina prac 
tice is also in good agreement.4 


DISCUSSION 


In this chapter some of the sickness and demographic facts about the 
patients visiting general practitioners have been presented. The first and 


most important fact is that diseases and conditions which bring patients to 
general practitioners are extremely variable. Most of these diseases are 
ordinarily regarded as medical. The varied skills which doctors will need 
in caring for their patients are evident. The medical reader may easily de 


duce from study of these morbidity statistics that much of the general practi 
tioner’s time is taken up with minor and self-limited diseases. Much of it 
is potentially serious and a small number of patients have diseases which 
are often fatal or require prolonged care and management 

Attempts to explain the great variation in patient load from physician 
to physician were not successful. Group or solo practice, the community of 
practice, the age of the physician all seem to have some influence on the 
patient load. They fail, however, to explain the greatest part of the varia 
tion. It seems likely that some characteristic of the individual physician 
is important in determining his popularity with patients. It was shown 
previously that the quality of a doctor’s work was not correlated with the 


1. General Practitioners’ Records,” Logan, WPD, HMSO London, England 
(1953); Fay J., British Med. J., I: 249 (1952); McGeecow, R. M.: Edinburgh Med 
57: 433 (1950) 

29 “Why Patients See Doctors.” Stanpisn, Bennetr, B. Wurere, 
L. E.: University of Washington Press (195%) 

3. Tavusennaus, L. J.; GP 12: 97 (1955) 


length of his work day. A related finding has been shown in this chapter: 
the quality of a physician's work shows no association with his patient 
load. A large practice does not necessarily depress the quality of the work 
done and a small practice does not result in more careful, methodical 
histories or physical examinations. 

Certain other results presented in this chapter are well known. The 
excess of women patients is only partly explained by the large number of 
prenatal and postpartum visits. The excess of patient visits in the very 
young and the very old are related to the increased morbidity in the latter 
group and the large amount of preventive care received by the former. 


XII: General Summary 


, STUDY WAS INTENDED as an analytical examination of general prac- 
tice. It was designed to obtain information about the problems of 
the general practitioner in the hope that his educational, training and 
continuing professional needs would become clearer. The development 
of methods of study that would provide the desired information was neces 
sary. This latter problem was of such magnitude that it became an inter- 
mediate goal. 

From the outset it was clear that careful, extended observation by 
clinically trained observers would be required. Such a method is expensive 
in terms of both time and money, but it was believed to be necessary and 
it is felt that the results were rewarding. This provided for use of both 
observational as well as interview techniques. In order that the variations 
in the quality of medical care could be described and compared, it was 
necessary to develop criteria to distinguish between individual practices 
The criteria which were chosen were based principally upon an evaluation 
of the physician's skill in making a diagnosis. Standard statistical techniques 
were used to interpret the observations. It was then possible to make com- 
parisons between individuals and between groups of individuals. While not 
perfect, this method worked well and provided internally reproducible 
results. 

The problems of the general practitioner are very complex. However, 
some tentative conclusions have been reached and the way cleared for 
further work in this field. Some of the shortcomings of professional educa 
tion and training have been identified and the relative importance of 
several factors in the physician’s professional environment have been 
evaluated. 

Many physicians were performing at a high level of professional com 
petence. Of greater importance is the fact that other physicians were per 
forming at a lower level. It appeared that an important cause of these 
latter performances was a less comprehensive grasp of the clinical skills 
necessary to medical practice. This suggests that inadequate clinical train 
ing for general practice is a most important factor. Subsequent observations 
bear this out but also show that it is not the only factor. 

Upon examination of the physician's academic performance in medical 
school and his hospital training, two basic facts emerge. First, the better 
medical student tends to become a better physician. Second, the more 
training a physician has received in internal medicine the more likely 
he is to become a good physician. Individuals do not learn at the same 
rate and it therefore is unreasonable to expect that all physicians will receive 
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equal benefit from a fixed training program. Most students in the upper 
third and upper half of the class appear to acquire the necessary clinical 
skills quickly; less adept students require a longer period of time for 
acquisition of these skills and it seems probable that some few will never 
master them in any reasonable period of time. It appears that some of 
these slower students can be fashioned into good physicians with sufhciently 
prolonged training in internal medicine. The importance of training in 
internal medicine lies not in the name of the discipline or service but 
rather in its comprehensive viewpoint and emphasis on the basic tech- 
niques of diagnosis. These are the core of medical practice. The institu- 
tions in which doctors were educated or trained appeared to have less 
influence than the factors enumerated here. ‘ 

The findings with respect to academic performance and hospital training 
suggest two possible avenues of approach to the problem of improving the 
quality of medical care. One approach would lie in restriction of admis- 
sions to medical school (and thereby to the practice of medicine) to those 
individuals of the caliber of the present “upper third” classification. How 
to select these individuals from the many applicants has not been solved. 
This study has shown no relationship between either academic performance 
or level of practice and the few facts obtainable about the doctors’ family 
and community backgrounds. Unfortunately, the great variety and occa- 
sional scantiness of undergraduate records prevented any conclusions as 
to their influence. An examination of the Medical College Aptitude Test 
scores which were available for some physicians did not indicate that 
they were of great predictive value. Further investigation into this problem 
is indicated in the hope that more consistent and reliable principles of 
selection may be evolved. A second approach to improving the quality 
of medical care would be to increase the length of training to that point 
at which a given physician, regardless of academic standing, achieves clinical 
competence. Since the successful student cannot be identified with certainty 
the second approach would appear to offer more promise of success. The 
concept of arranging or prolonging programs to fit the needs of the indi- 
vidual trainee would, of course, be contrary to the present practice of 
fitting groups of interns into established programs. 

This discussion turns, inevitably, to a consideration of the physician 
as an individual: his interests, his motivations, his attitudes and responsibili- 
ties toward the profession, his patients and society in general. These factors 
of necessity must exert considerable influence on the level of medical care 
which he renders. Indeed, this theme can be sensed in varying degree 
throughout nearly all the results presented in this report. Likewise, these 
same characteristics might be expected to affect the diligence with which 
he pursues his studies in medical school as well as the attempts he makes 
to secure adequate training for his subsequent role of family doctor. The 
observed influences exerted by education and training in internal medicine 
fail to explain all the observed variations in quality of practice. The differ- 
ences in individual interests and motivations undoubtedly have a con- 
siderable influence and probably provide a partial explanation as to why 


144 


some poor medical students become very good practicing physicians. 
Advancing age was associated with a lower quality of work, a narrower 
scope of practice, less postgraduate study, fewer hours of work, lower 
income and a smaller patient load. As this was a cross-sectional study, it 
cannot be categorically stated that these differences are not static ones 
but the distinct linearity of the trends tends to substantiate the belief that 
these are dynamic continuing changes characteristic of all doctors. How 
ever, in spite of the group trends some of the older physicians showed a 
keenness and apparent interest in medicine which was more often associated 
with younger, more vigorous physicians. With advancing years and in- 
creasing remoteness from medical education, interest in many and varied 
things outside the practice of medicine becomes more pronounced. This 
offers a partial explanation for the general decline which is not shared by 
those who appear to maintain an active intellectual interest in medicine. 
The individual physician has less influence over his education and 
training than he has over the organizational and environmental features 
of his own practice. He selects his practice location, chooses his office, deter 
mines the number and qualifications of his office personnel and chooses 
his equipment. Within certain limits he is able to arrange his hours of work 
and regulate his patient load and income. Attendance at postgraduate 
courses, hospital and society meetings and the reading of journals also 
are largely dependent on the individual's initiative. Many of these factors 
were found to bear no relation to the quality of medical care rendered. 
Those which did appear to have some association (good laboratory facili 


ties, provisions for patient comfort and convenience, journal purchase 
habits, employment of trained technicians, etc.) may reflect the physician's 
interest in his work, rather than being determinants of his level of work. 
Group or partnership practice with its usually better quality of work also 
appears to reflect the doctor's interests and motivations in making prac 
tice arrangements. 


While the individual physician has considerable choice in selecting a 
community and shaping his practice, it is unreasonable to believe that 
the environment does not in turn exert its influence on him. A hint of this 
may be found in considering group or hospital practice, scope of work or 
community size. There are almost certainly other environmental effects 
that were not measured. 

Several areas for further investigation are indicated by the results of 
this study. Identification of the attributes and characteristics of the indi 
vidual who will make a successful student and practitioner of medicine 
presents a formidable problem but is of such importance that an attempt 
in this direction is justified. Tentative studies in this field have been 
initiated. 

The observed effect of training in internal medicine on the quality of 
a doctor’s work warrants confirmation and amplification. A further study 
has been designed to provide additional information about this relation 
ship as well as more definite evidence relative to the effects of prolonged 
training in internal medicine. 
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This study also points to the need for further study of some related 
questions. The suggested favorable influence of practice in association 
with a partner or a group needs further investigation. The nebulous in- 
fluence of postgraduate study on the physician’s performance suggests 
that a reappraisal of the methods employed in postgraduate courses is 
overdue. Experimentation with hospital organization and supervision which 
would achieve benefits for the general practitioner rather than leave him 
unaffected or merely restricted seems justified. 


Appendix Section 


Appendix | 


Creation of the Population 


Creating the population 


The population from which the sample 
was drawn was made up from several 
sources. The primary source and the one 
which was found to be the most reliable 
and accurate was the Directory of the 
Medical Society of the State of North 
Carolina. The 1952 Directory, issued in 
the summer, was the latest 
the preparation of 


available so 
the population was 
based on it even though the work began 
(July 1953). By 
good fortune a second tabulation of the 
physicians of North Carolina was available 
from Financing of 
Hospital Care, a study group sponsored by 
the American Hospital Association. This 
committee, under the immediate direction 
of Graham Davis, had undertaken studies 
of hospital financing in North Carolina in 
1951 and in the course of study an attempt 
had been made to ascertain the physician 
resources of the state by means of a ques- 


almost one year later 


the Commission on 


tionnaire sent to the secretary of each 


county medical society. The listing com- 
piled trom this data contained the names 
of all of the in the state as well 
as certain data about each physician, in- 
cluding his type of practice. The 1950 


American Medical Association Directory of 


doctors 


Physicians was also used for reference.* 
Local telephone directories were frequently 
used since many contained listings by type 
of practice. If indication 
from any of these sources that the doctor 
might be engaged in general practice, or 
in the event that he was not specifically 
designated as specialist in all sources, he 
was regarded 


there were any 


as a genera! practitioner, 
and a card with his name and appropriate 
data for identification was made. 

In creating the population a total of 
1,870 doctors was considered, including all 
doctors who for any reason might be con- 


sidered to be general practitioners. The 


- °This directory was also found to be very ac- 
curate but its earlier publication made it lew valu- 
able for purpose of this study. 
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and Statistical Procedures 


physicians excluded were those with spe 
cialty listings as well as doctors in institu- 
tional practices, in veterans’ hospitals, in 
the armed services, in medical schools or 
in training programs. Any circumstances 
that might cast doubt on a specialty desig- 
nation resulted in the inclusion of the doc- 
tor. From the 1,870 possible general prac- 
titioners, a of 315 were eliminated 
because the physicians were over 65 years 
of age. The reason for this is discussed 
later. This left a population of 1,555 to 
be sampled. 


total 


The study and the sample were limited 
to white physicians. There were several rea 
sons for the exclusion of the Negro physi- 
cians. The most important consideration was 
that the 1950 census listed only 180 Ne- 
gro physicians in the whole of the state 
and the directory of the Old North State 
Medical Society, an organization of Negro 
physicians, listed about 150. The number 
of active physicians was in all probability 
somewhat An 
adequate sample of the Negro physicians 
in cell of 
a disproportionate amount 
research effort and it 


less than the latter figure 
each stratification would have 
of 
therefore 


consumed 
the was 
include in 
addition, the problems of segregation made 
it extremely unlikely that a white physi- 
cian could have occupied the same position 


deemed impractical to them. 


of observer in the office of a Negro physi- 
cian as was done in the case of the study 
detailed here. Negro physicians furthermore 
are probably atypical in a number of ways 
the 


medical societies and the 


Their exclusion until recently from 
state and county 
educational and organizational opportuni- 
ties which such membership provides, the 
lack of hospital appointments, and a num 
ber of other factors all dictated their 
exclusion. 


The sampling procedure 


A number of factors of potential impor- 
tance were considered in stratifying the 


population of physicians before selecting 
the sample. One of the most obvious facts 
about North Carolina is that it consists of 
three geographic areas, the Mountains, the 
Piedmont and the Coastal Plain. It was not 
known whether the doctor's location would 
materially alter the form of his practice, 
but there seemed to be a feeling among 
physicians that the mountainous portion 
of the state presented a particularly difficult 
place to practice from point of view of 
travel, facilities and economics. The pre- 
liminary study which extended to this area 
gave no evidence that these problems were 
overwhelmingly important but it was felt 
necessary to give consideration to opinions 
of practicing physicians. The Coastal Plain, 
on the other hand, has a high proportion 
of the state’s Negro population and conse- 
quently would be expected to have a dif- 
ferent patient population. Allowance was 
therefore made for these areas in stratifying 
the sample. In subsequent study it was 
found that practice did not differ signifi- 
cantly from one part of the state to another 
so that throughout the report this division 
is not usually considered. 

Another factor thought to be of possible 
importance was the medical school from 
which the doctor had been graduated. To 
avoid any possible bias related to medical 
education, the medical schools in the United 
States were divided into two classes, good 
and outstanding. Almost all American med- 
ical schools now conform to an acceptably 
high standard, but there is a small group 
of medical schools which are outstanding 
in terms of their resources, clinical facilities, 
staff, research, as well as in other aspects. 
It may be argued that possession of ex 
cellent research facilities or outstanding 
personnel in one or another field may not 
be perfectly correlated with the excellence 
of its medical teaching. While this argu- 
ment may have some weight it seems almost 
certain that more extensive facilities and 
staff do provide greater opportunities for 
students to learn. Perhaps a more important 
factor is the larger number of applicants 
to certain schools which are thus able to 
be more highly selective than other schools 
with fewer applicants. The research group 
was fortunate in obtaining help from au- 
thoritative sources in making this division 
of medical schools. Questions of bias with 
respect to medical school as well as other 
aspects of medical education have arisen 


frequently so this stratification of the sam- 
ple was amply justified 

A third factor which was considered in 
stratifying the sample was the location of 
the doctor's practice with regard to popu 
lation density. It was thought that practice 
in rural or urban areas might. have opposite 
influences on the facilities and’ problems of 
practice. In defining “urban” and “rural” 
the 1950 United States Census of Population 
rule with respect to this classification was 
followed. this, with 


According to places 


00 inhabitants were defined as 


2.500 of 


less than 2, 
rural and 
urban. 
Finally, the 
various age groups 


those with more, as 


doctors were divided into 
Doctors 65 years of age 
stucy 


and older at the initiation of the 


were excluded from the population for 
several reasons. A previous study has shown 
that doctors in the higher age groups do 
substantially smaller amounts of work than 
younger physicians! In addition it was 
anticipated that if this group of doctors 
was sampled, a large number of doctors 
would be encountered who were very nearly 


had 


other fact of importance in making this 


retired or very small practices. An 


decision was that doctors in the older age 
group are products of medical education 
that of the 


different sort than 


time 


of a very 
present Most of the physicians over 
age 65 were graduated from medical school 
before 1913 when proprietary and other 
medical schools of extremely poor quality 
The fact that 


only 243 physicians (98 per cent of the 


were numerous. there were 
total) in this highest age group listed in 
the 1950 this 


siderably easier 


census made decision con 
Among the physicians un 
der 65 years of age in 1952 three divisions 
were made. One group consisted of physi 
cians from 50 to 65 years of age and an 


other of doctors aged 49 years or less. The 


latter group was subdivided again into phy 


sicians who had been graduated from medi 
cal school in 1946 or earlier and those whose 
graduation occurred between 1947 and 1951 

The stratification of the sample on the 
above resulted 
(3 for area X 
2 for medical school X $ for age X 2 for 


place of practice). By 


basis of the factors given 


in the creation of % cells 


selecting a constant 
percentage of all general practitioners in 
each cell, there would be no need in sub 


1. Croceo, A., J.A.M.A., 121: 506-515 (1948) 
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sequent calculations for weighting in rela- 
tion to the proportions of the various 
groups selected. A rule was made that at 
least two physicians from each cell were 
to be observed so that an estimate of varia- 
tion could be made for each subdivision. 

Initially a sample of one in 16 was adopted 
with the additional rule previously noted 
that at least 
from each cell 


two names must be drawn 
In one of the 36 cells there 
was only a single physician available in 
the population. Three cells contained no 
physicians. The sampling ratio therefore 
varied between 6 and 100 per cent in the 
cells which could be sampled. 


Upon investigation it quickly became 
apparent that many of the physicians whose 
names were drawn were not in general prac- 
tice; of the 117 physicians drawn at the 
initial sampling, 50 were ultimately elimi- 
nated. A second subgroup of 30 names was 
then drawn and the physicians were im- 
mediately investigated. It became apparent 
that a large proportion of these would be 
eliminated as before, so a third sample of 
26 names was drawn, bringing the total 
number sampled to 173, or 11.1 per cent 
of the total population of 1,555 physicians 
who were probably or possibly general 
practitioners. 


During the course of the survey a re- 
vision was made in the classification of the 
medical described. While the 
revision allected only a few physicians, the 
reclassihcation had the effect of giving some 
cells enough physicians and made it neces- 
sary to sample other cells more heavily. 


schools as 


Tests for significance 


The methods employed throughout this 
study for testing the statistical significance 
of the observations to rule out the possi- 
bility of chance happenings consisted of 
standard procedures. These included con- 
tingency X2 corrected for continuity, t — 
test for difference between two means, 
analysis of variance and covariance, t — 
test for significance of regression and cor- 
relation and 


procedures such as the sign test 


coefficients, nonparametric 
Results 
stated as statistically significant were such 
that the probability of their occurrence by 
chance alone was always 5% or less. In 


some cases, the exact probability was stated. 
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Definition of general practice 


Each doctor was investigated thoroughly 
before being eliminated from the sample 
for any reason. Naturally a definition of 
general practice was an early requisite. A 
man who had had no specialty training 
and did not limit his practice to a single 
field would be described as a general prac- 
titioner without question. Actually most 
of the physicians fitted this description. 
On the other hand, a doctor who was 
board certified in a specialty and limiting 
his practice to a given specialty was clearly 
a specialist. In a few cases physicians were 
encountered who did not fall inte either 
ot these categories. Physicians who were 
“board eligible” or had training very nearly 
sulhcient to make them “board eligible” 
and who limited their practices to single 
fields were for the purposes of this study 
graded as specialists. The definition of a 
specialist was based mainly upon the in- 
dividual’s training, and extensive training 
was, fortunately, almost always associated 
with limited practice. There were several 
physicians whose training was sufficiently 
extensive so they should have been classi- 
fied as specialists by this single critcrion. 
Upon visiting these physicians it was found 
that they did not limit their practices to 
single fields so they were classified as gen- 
eral practitioners. For example, one physi- 
cian with specialty training and with the 
bulk of his practice devoted to a single 


held was included because he did not re- 


strict his work completely. Another doctor, 
whose training consisted only of a rotating 
internship, practiced almost exclusively in 
a specialty held but was nevertheless in- 
cluded in this study since by training he 
was not a specialist and thought of himself 
as a general practitioner. About half of the 
persons eliminated because of specialization 
were determined to have board certification. 
The list of reasons for deletion of physi- 
cians from the study sample is given in the 
accompanying table. (next page) 


From the outset of the study an attempt 


was made to trace each member of the 
sample and when possible visit him per- 
sonally but the amount of work involved 
proved to be too great. Therefore a letter 
was sent to each doctor requesting verifica- 
tion of the fact that his practice was limited 


to a single specialty or that he no longer 


Primory ® for Deleti 


D d 


Practice limited to specialty. 
No longer in North Carolina.....................-..-- 


in medical education 


In armed forces 


In institutional practice 


Retired 


Total 


resided in North Carolina and did not in- 
tend to return to North Carolina at an early 
date. It was possible to trace or contact 
every physician whose name was drawn with 
the exception of one woman physician; no 
information from her 
former place of practice or in the North 
Carolina Medical Society files or upon in- 
quiry to the American Medical Association. 
It might be noted that a number of doctors 
were eliminated for more than one reason. 


could be obtained 


Many physicians were out of state and were 
also specialists or in training. Among the 
physicians in medical education, some were 
doctors in training and a few were on the 
stalts of medical schools. 

One physician whose name was drawn 
in this sample was found to be located out- 
side of the State of North Carolina. How- 
ever, the town in which he practiced was 
only a tew miles from the border. A con- 
siderable portion of his practice was drawn 
from North Carolina, he held membership 
in the North Carolina Medical Society, he 
was on the staff of a North Carolina hos- 
pital, and was in general practice; there- 
fore, he was included in the sample. The 
other 18 physicians who were no longer in 
North Carolina were all far removed. 

The elimination of 66 physicians left 107 
who, on the basis of the criteria stated 
above, were regarded as general practition- 
ers. Of this group all were invited to par- 
ticipate in this study but for various reasons 
1% could not be included. Five of the 13 
general practitioners were ill or retired from 


the practice of medicine. One of these phy 
sicians stated that he had a coronary throm- 
bosis and was 


entirely to 


limiting his work almost 
administering anesthesia. His 
othce was visited on several occasions during 
the normal working hours but the doctor 
was never found there. A second pliysician 
was tound to be ill and the nature of his 
iliness was such that it was felt that it would 
not be wise to seck his cooperation in this 
study. A third physician suffered an acute 
myocardial infarction two days belore he 
was to be visited for purpose of inclusion 
of this study. A ltourth physician who was 
obviously ill was tending his practice only 
part-time and irregularly. These two latter 
physicians would have cooperated had they 
been pressed to do so, but this could not 
be done in good conscience. The fitth phy- 


sicjan in this group had a myocardial in- 


farction six months previously and had never 
re-entered practice. 


here were eight physicians who felt they 
were unable to participate in this study 
Iwo of these physicians did offer to coop 
erate at some later date and it is possible 
that, if the study could have been extended 
a sufficiently long time, they might ulti 
mately have done so. There were six physi 
cians whose refusal to cooperate was un 


conditional, Many reasons were given for 
not being able to cooperate. It is difficult 
to judge what effect their inclusion would 
have had on the results; casual impressions 
were found to be most misleading in judg 


ing physicians 


\ 
No 
| 
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Appendix II 


General Practice Questionnaire 


DATES OF VISIT 
1. Name of Doctor 
Address 


. The Family and Community Background of the Doctor 
A. Father's Occupation 
B. Mother's Occupation 
C. Remarks 
D. Place of Birth 
E. Other Places Lived In 
Ages. 
Marital Status 
Single Divorced _—__. Separated 
Married__ Widowed. No. of Children____ 
(Check and fill in appropriately) 


Premedical Education, Medical Education, Internship and Residency 
. Years Premedical Training. — Degree___ 
>. Internship* 
. Residency 
Hospital____ 
.. Internship and Residency Breakdown 
Service Total Months 
Surgery 
Medicine____ 
Pediatrics_ 
OB-GYN__ 
Psychiatry 
ENT 
Other___ 
(Specify) 
*Question 4: C, In determining the type of internship the following will serve as criteria: 
Rotating—medicine and surgery plus three or more other services. 
Mixed—one in which at least half of the period is spent on one of the major services. 
Straight—one in which the entire period is spent on one service. 
(Definitions taken from JAMA 151; 579-585 (1953) ) 


Satisfaction with Medical Training 

The following questions should be asked: 

1) Do you feel that your training in medical school fully prepared you for your work 
as a general practitioner? 

2) What was omitted that you feel you needed? 

8) What was included that you feel could have been abbreviated or omitted? 


2 

5 
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12 


Practice Experience 

B. What were reasons for leaving previous locations? 

C. Why did he choose present location? 

D. What factors caused him to stay here? 

E. Does he like this area as a place for a general practitioner to practice 
F. Army service (description and value) 

Present Practice 

A. Location of practice (by region, community and location in community) 
B. Predominant social or occupational classes of patients 

C. Medical characteristics of practice 


Why Did He Go into General Practice? 


It is suggested that the following questions be asked 

1) When you were in medical school did you think of going into general practice 
If the answer is “yes” the second question will be 

2) Why? 

If the answer is “no” the second question will be 

2) Why didn’t you plan to go into general practice? and 

3) What happened to change your mind? 


Satisfactions and Dissatisfactions with General Practice 


It is suggested that this question be asked: “Are you glad that you went into 
general practice?” The “why” and “why not” can be asked thereafter 


Number of Doctors Practicing in County 

A. General practitioners, fully active, number 
reduced activity, number 
inactive, number 


Specialists (nurnbers) 


Surg Med. OB-GYN EI Radiol 
Path Urol Other. 


nysical Plant 
Location and description of office 
Examination and treatment rooms 
Equipment 
. Clinic Patients rooms, type:_ 
Number of beds Number of bassinets 
E. Delivery room (s) 
F. Operating room 


Auxiliary workers 


A. Number and Qualifications 
B. Usual Duties 


Laboratory 


A. Room (s) description 
B. Equipment 


Refrigerator _.Microscope Centrifuge EKG BMR 
Colorimeter _ Others 


C. Procedures (specify methods where pertinent, ¢.g., hemoglobins—check procedures 
actually performed) 
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\ 

6 

7. 
4 


D. 


Urines Stools—parasites 
Hemoglobins blood 
RBC Cultures 

WBC Rh typing 
Differentials Cross Matching 
Sed. rates Bl. glucose 
BUN Blood typing 
Other STS 
Technicians (Qualification and training) 


X-ray 


A. 
B. 


C. 


D. 


F. 


G. 


Make___ Capacity_ 

Qualifications or training of operator 

Fluoroscopy 

(Indicate use of or not use of by “yes or “no”): 

Apron. _Gloves_ ___Sereen__ Observed accommodation 
time_ 

Type of work done (check appropriately) 

Chest long bones ___sinuses_ 

IV Pyelograms BA Enemas __BA Swallows Gall Bladder. 


Other Fluoroscopy___ 
Interpretation (Who did interpretations? Qualifications?) 
Need for X-ray in general practice (Physician opinion) 


Filing of films and records 


15. Records (Description) 


16. CLINICAL ROUTINES FOR DIAGNOSIS AND THERAPY < 


(The following should be applied to new patients, patients with new illnesses, patients 


requesting a check-up, or to patients whose complaint, sex, age, race, childbearing history, 
appearance or attitude would indicate the need for careful history and examination. Credit 
should be given for good regional examinations where these are clearly indicated and 


where 
justify 


the doctor's previous contacts with the patient have been sufficiently frequent to 
a partial history or physical. Where specific tests are omitted by the physician for 


good reason “N.A.”" (not applicable) should be entered in the margin beside the procedure 
in question, The doctor, for example, who does no OB should not be graded on the OB 
question. The reason for writing “N.A.” should be given.) 


HISTORY (Indicate weight in boxes) 


0—10 


Points should be given if history is limited to the presenting complaint or the in- 
volved organ. If the history is non-existent the value assigned should be 0. Ques- 
tions as to periodicity, duration, severity, location and other questions largely 
limited to the patient's presenting complaint may raise the grade to a maximum 
of 10. 

Points will be given for fair histories. Histories in this class should indicate that 
the doctor is giving attention to the organ involved and the possible diagnosis and 
complications. Some questions as .o past history and the major organ systems should 
be asked. The incompleteness, the lack of knowledge, lack of interviewing skill 
serve to distinguish histories in this class from those in the next higher. 

Points should be given for very good history taking. Histories graded in this class 
should give evidence that the doctor is thinking in terms of the organ involved 
and the possible complications. There should be evidence that the doctor is think- 
ing of all possible diseases and is trying to assess these by his questioning. Classi- 
fication in this group should be limited to doctors who elicit some past history 
and who determine the presence or absence of symptoms in the major organ systems 
other than that involved in the presenting complaint. Skill in interviewing should 
be given credit here. Clinical knowledge is evident in history taking and credit 
should be given where it is obviously extensive. 


Hi 

11—20 
21—%0 
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PHYSICAL EXAMINATION 


DISROBING 
FOR EXAM 


OPHTHAL- 
MOSCOPE 


EARS 


NOSE 


MOUTH 


LYMPH NODES 
(Axillary, 
inguinal, 
epitrochlear, 
post cervical 
CHEST 
Percussion 


rACTILFE 
FREMITUS 


AUSCULTATION 


HEART 


BLOOD 
PRESSURE 


ABDOMEN 


0 


Exam performed with patient dressed or almost completely dressed 


Patient sufficiently undressed as to allow easy access to parts being 
examined 

No examination or examination limited to inspection of con 
junctivae 

Examination of conjunctivae with occasional determination of 
visual fields or pupillary reactions or extra-ocular movements 
Complete examination of visual fields and pupillary reactions and 
extra-occular movements in addition to examination of conjunctivae 
Never done 

Perforined occasionally 

Pertormed with frequency indicated by clinical conditions 

Not examined with otoscope 

Examined with otoscope only 

Otoscopic examination plus hearing test: watch or whisper per 
ception or bone vs. air conduction 

Not examined when indicated 

Examined 

Inspection of tonsils or throat only 

Complete inspection of mouth, tonsils and throat including teeth 
and gums and tongue 

Not examined 

Examination limited to submaxillary nodes 

Examination includes lymph nodes, thryoid gland, mobility of 
neck 

Never done 

Done in part 

Examined completely 


Not done 


Chest thumped perfunctorily 


Percussion over all major lobes, determination of diaphragmatic 


level, diaphragmatic movements 

Not done when indicated 

Done when indicated 

Not done or performed through clothes 

Only part of chest auscultated (e.g., single area in front or back) 
All lobes auscultated with apparent care 

Auscultation of base or other single area of the heart 

Adequate auscultation of all areas plus percussion of heart border 
or palpation of heart 

Good complete examination of heart including auscultation, palpa- 
tion and percussion 

Systolic measurement only 

Careful systolic and diastolic measurements 

Careful systolic and diastolic measurements together with palpa 
tion of peripheral pulses when indicated or blood pressure deter 
mination in both arms 

No examination or examination with the patient sitting or standing 
Examination with the patient lying down but done in a per 
functory fashion 


l 
EYES 0 
l 
2 
1 
2 
0 
l 
9 
0 
0 
1 
NECK 0 
l 
9 
0 
2 
0 
l 
2 
0 
2 
2 
0 
l 
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NEURO- 
LOGICAL 


EXTREMITIES 


RECTAL 


VAGINAL 


BREASTS 


OVER-ALL 
SKILL 
0 


Examination with careful palpation of liver, spleen, and in ail 

areas. Examination for costovertebral tenderness, examination of 

genitals and palpation of inguinal rings, auscultation when in- 

dicated 

No examination 

Examination limited to elicitation of knee and ankle jerks only 

Reflexes tested in ail extremities. Other neurological tests per- 

formed when indicated — Romberg, Babinski, cranial nerves, 

strength of various muscle groups, Kernig’s sign 

No examination 

Adequate inspection, palpation, testing of motion 

Not usually done 

Done 

Not usually done 

Bimanual examination including visualization of cervix through 

speculum 

Examinations performed carefully, thoroughly and include diag 

nostic measures such as smears, “pap” smears and biopsies 

Not examined routinely 

Examined as part of a general physical examination 
COMMENT: In the foregoing characterization of the physical ex- 
amination it may be just to revise the result up or down. Up to three 
points may be added to the score for general excellence as evidenced 
by frequent performance of complete examinations, by detection of a 
minimal murmur, use of a proctoscope or other special diagnostic 
procedures, The reason for giving extra points should be stated below. 

Conversely the score can be assigned realistically where this is 
indicated, Examples already observed will serve-—The doctor who 
continues to talk while he auscultates a chest or who misses a clear 
abnormality in performing his exam should not receive credit for 
such work even though he is going through the form of a complete 
examination. Where such down grading is done it should be noted 
and the reason stated in the margin beside the examination involved 


LABORATORY PROCEDURES (check appropriately) 


URINES 


HEMOGLOBIN 


WBC 
BLOOD SMEARS 
and /or 


DIFFERENTIALS 
STOOLS 


SPINAL TAPS 
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The following refers to procedures done in the doctor's office or for 

which the doctor refers the patient elsewhere. If referral is done for 

good indications credit should be given for this. 

0 Not done or rarely done 

1 Frequent examinations for albumin, sugar and microscopic 

2 Carefully collected urines adequately centrifuged, attention given 
to such items as specific gravity, color, etc., proper use of reagents, 
in addition to examination for albumin, sugar and sediment 
No hemoglobin determinations or Tallqvist only 
Use of Sahli and other simple colorimeter methods 


Skilled use of hemoglobin determinations such as screening pro- 
cedure. Accurate method such as photoelectric colorimeter or 
carefully done Sahli 

Not done 


Done as usual procedure when indicated 
Not done 
Done 


Not examined 

Examination for parasites or ova or occult blood or cultured 
when indicated 

Never done 


Done 


2 
5 
0 
0 
0 
| 
= 


RBC Not done 
Done 
BACTERIOLOGY Never done 
Smears such as g.c., diphtheria, TB 
Smears done as well as some cultures of blood, sputum, throats 
SICKLING 0% Not done 
PREPARATIONS | Done 
X-RAY 0 No use of X-ray, no referral for X-ray, unskilled use of X-ray 
and fluoroscopy as indicated by improper operation of the machine, 
performance of procedures beyond the doctor's training and skill 
1 Referred for X-ray, proper operation of X-ray or fluoroscope, limi 
tations on scope of work performed 
CHEMISTRIES 0 Not done 
Glucose 1 Lilly screening test used 
2 Standard blood glucose performed 
B.ULN. 0 Not done 
1 Done 
EKG 0 Not done or not done skillfully or not used when indicated 
and/or 1 Done competently and correctly interpretet, used for patients 
BMR when indicated 
SEROLOGY ¥O Not done 
Rh 1 Done 
S.TS. 0 Not done or done only in pregnant women 
1 Done as a general diagnostic procedure 
BIOPSY OR 0 Not done 
PAP SMEARS 1 Done 
PFUBERCULIN Never done 
SKIN TESTS | Done 
MISC. 0 Some doctors may do a variety of other laboratory tests for which 
credit should be given. Points should be given for the perform 
1 ance of vital capacity measurements, kidney function tests such 
as PSP or concentration test, measurement of venous pressures 
2 or circulation time, liver function tests, such as BSP, A/G ratio, 
cephalin flocculation, exercise tolerance with EKG, glucose toler 
3 ance, autopsies or others. Credit up to three points should be 
given for procedures in this class, ie., one point for each pro 
cedure to a maximum of three. Credit will be given only if thes 
tests are competently performed and interpreted. All the tests in 
this group that are performed should be noted 
COMMENTS: 


STERILE 0 Breaks in technique, inadequate sterilization as with alcohol or 


TECHNIQUE merthiolate, use of unsterilized syringes, needles or stylettes 
2 Adequate boiling (15-30 min.) or autoclaving of syringes, needles 
or stylettes 
THERAPY (Check appropriately) 
UPPER 0 Antibiotics given indiscriminately to all patients or most patients 
RESPIRATORY 1 Attempts made to separate viral and bacterial infections for pur 
INFECTIONS poses of therapy 
ANEMIAS 0 “Shot gun” preparations used always 
1 Therapy related to type of anemia 
OBESITY 0 Failure to recognize as a clinical problem or dietary advice 
adequate 
1 Recognized as a clinical problem, treated by adequate dietary 
explanation and support of morale 
EMOTIONAL 0 Emotional problems not recognized generally and no treatment 
PROBLEMS or unskilled treatment administered 
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Emotional problems recognized but treatment not undertaken o1 
not skillful or for somatic complaints 


Emotional problems recognized and treated with sufficient com 
petence to demonstrate grasp of treatment methods 
HYPERTENSION 0 Assessment of hypertensive disease poor or limited to blood pres- 


sure determination only. Management not skilled; neglect of 
therapeutic procedures such as weight reduction, rest and salt 
restriction. Drugs poorly selected or administration unskilled. 
Treatment of hypertension includes assessment of arterial disease 
as evidenced by adequate examination of eye grounds, urines, 
blood pressure, heart, search for edema. Management includes 
weight reduction, care in selection and supervision of treatment 
(sedation, anti-hypertensive drugs, low salt diet, rest and re- 
assurance). 
CARDIAC Digitalis, quinidine and mercurials not used with proper indica- 
FAILURE tions. Salt restriction not accompanied by adequate dietary ex- 
planation. Management not skilled. No attention to weight re- 
duction 
Intermediate skill 
Skilled use of digitalis in adequate amounts. Skilled use of mer- 
curial diuretics. Skilled use of low salt diets or salt free diets 
with adequate explanations thereof. Skilled use of quinidine when 
used. Management good. 
USE OF Doctor makes no effort to avoid drug reactions or complications 
POTENTIALLY Doctor shows awareness of possible toxicity from a medication. 
DANGEROUS Does he inquire about previous penicillin injections and reac- 
MEDICATIONS tions? Does he provide proper supervision and advice to patients 
receiving drugs such as Butazolidin or propylthiouracil, ACTH 
or Cortisone? 
OBSTETRICS (Check appropriately) 
A. Initial Antenatal Visit 
2 Performance of physical examination including examination of 
eye grounds, careful pelvic with attention to internal measure- 
ments, determination of Rh type, STS and hemoglobin level with 
omission of no more than one procedure 
1 Omission of not over two procedures 
0 Omission of three or more procedures 
Subsequent Antenatal Visits 
1 At each visit weight and urine are examined, the uterus palpated 
and later in pregnancy auscultation of fetal heart carried out 
0 Omission of any of above procedures 
Schedule of Antenatal Visits 
1 Schedule of antenatal visits, including a postpartum visit approxi- 
mating that recommended by A.C.M.W. The doctor makes an 
effort to convince the patient of the necessity of such visits 
The doctor has no schedule of prenatal visits, omits postpartum 
examinations, makes no effort to have the patient make prenatal 
visits regularly or to attend for postpartum care 
WELL-CHILD Superior preventive care including a schedule of well-child exam- 
CARE ination and imraunization, education of the parent, employment 
of special tests such as STS and tuberculins when indicated. 
Has a schedule of immunizations, makes an attempt to get children 
immunized, preventive work limited to immunization 
0 No effort made to educate parents as to need for immunization 
RECORDS (Check appropriately) 
0 Only information recorded as medication, fees or isolated data 
such as BP 


Scant records with minimal information about positive findings 
and medications 
Very good records. This should include all positive items of a 
history and physical, results of laboratory work including blood 
pressure, urine and weight, medications or other treatment. Special 
files on OB, pediatric or other patients, well filled check sheets 
would tend to place a doctor in this group. Records complete 
and include home and hospital visits 
Limitations on Practice 
A. Special interests 
B. Limitations on cases 
Consultants 
A. List the location of consultants employed by the doctor 
Surg. _. Radiology 
Med Pathology 
OB-GYN_ Urology 
— Neurosurgery 
Pediatrics Other 
B. How and why were these consultants selected and used? 
Practice Arrangements 
A. Solo Partnership 
B. Division of responsibility or interests and cash 
C. Arrangements for: 
Time off Vacations 
Other Medical Positions Held by Doctor (Indicate time spent) 
A. Paid jobs 
Industrial __Institutions (specify) 
Public Health Other 
B. Voluntary Unpaid Medical Service 
Hours of Work 


A. Formal Observed 


Sunday 
Monday 
Tuesday 
Wednesday 
Thursday 
Friday 


Saturday 


B. Appointment System 


C. Effects of Stress on the Doctor 
Hospital Appointments 
A. Hospital Appointments (list) 


17 
18 
19. 
20 
21. 
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B. Hospital responsibilities and limitations — 
C. Number of patients admitted during period that internist is present. 
Remarks (Description of work-ups and diagnoses) 
Fees 
A. Office Visits 
B. Home Visits 
Night 
Mileage charges: Collected. Rate__ 
Not collected 
Charges for: 
Prenatal and delivery care Chest X-ray. 
Opening furuncle _ 
D. How are fees collected?___ 
E. Percentage of fees collected 
Income 
A. Income 


Gross_ — (From private practice) 
B. Investment in plant and equipment — ' 
C. Income from other forms of practice (specify type) 
List Medical Professional Societies 
Journals Purchased 
A. Professional journals received (note extent to which journals are read) 
B. Digests read 
Postgraduate Study 
A. General statement (plan of study) 

B. Specify medical society meetings attended in past 12 months 


C. Postgraduate courses attended in past 12 months 
Subject Duration (days) 
D. Staff meetings (Hospital, ciinic, etc., indicate frequency, subjects, etc.) 
Hobbies and Recreation 
Voluntary Civic Organizations 
(Civic, fraternal and religious organizations) 
Civic Offices 
Detail Men 
A. The doctor sees 
Does not see 
B. Attitude toward detail men 
Plans for improvement of practice (Partner, organization, equipment, buildings, etc.) 
Description of home visits made on one day 
Public Health*® 


* This question dealt with certain aspects of public health. Its inclusion was at the behest of a 
graduate student working for the authors. Its publication is therefore more appropriately left to him 


Appendix III 


Individual Morbidity Form 


Othce 
Home 
Hospital___ 


New Illness 


23. 

24. 
| 25. 

26 

27. 

28. 

29. 

80. 

51. 

$2. 

38 

34 

NAME AGE 
wc 
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EXAM: 
Eyes Neck_ Skin_ 
Ears —— Vaginal 
Nose Heart_ Rectal 
Throat___ Abdomen Extremities 


LAB.: 
Hemoglobin ; X-Ray 
W. B. C. : B. M.R 
Differential Bl. Sugar 
Urine_ Other 


DIAGNOSIS: 


Appendix IV 


Medical School Questionnaire 


NAME : Medical School Year of Graduation 


PREMEDICAL TRAINING: 
College. 
Major 
College 
Major___ 
MEDICAL APTITUDE: 
MCAT Score: 
Verbal Ability 
Quantitative_ 
Modern Society 
Science 

Or Medical Aptitude Test Score (Moss) 
Percentile Rank 


MEDICAL SCHOOL RP ECORD: 
*Class Rank As Stuclent Total Number In Class 


Degree 
Numerical or letter Average Grade 
Degree 


Numerical or letter Average Grade 


Upper Third Upper Quarter 

Middle Third Second Quarter 

() Lower Third [) Third Quarter 
Bottom Quarter 


* If the above rank is not available, is it posible to rank this doctor on the basis of his medical 
school record by thirds or quarters in his class: 
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Appendix 


Classification of 15,419 patients seen by general practitioners by disease 
or reason for patient visit® 
Rate per 1000 
ISC NO. Diagnosis Patient Visits 
INFECTIVE AND PARASITIC DISEASES 
‘Tuberculosis of respiratory system 
Tuberculosis, all other forms 
Farly syphilis 
All other syphilis 
Gonococcal infection 
Typhoid fever 
Brucellosis (undulant fever)... . 
Dysentery, all forms ... 
Scarlet fever 
Streptococcal sore throat 
Erysipelas 
Septicaemia and Pyaemia 
Diphtheria 
Whooping cough 
Meningococcal infections . 
Measles 
Infectious hepatitis . : 
Typhus and other rickettsial diseases | . 
37 Malaria 
4} 
42 
4% All other diseases classified as infective and parasitic . 
44 Malignant 
46 Malignant neoplasm of stomach 
47 Malignant neoplasm of intestine, except rectum ... 
48 Malignant neoplasm of rectum 
49 Malignant neoplasm of larynx . 
50 Malignant neoplasm of trachea, and of bronchus and lung 
not specified as secondary 
Malignant neoplasm of breast 
Malignant neoplasm of cervix uteri .. . 
Malignant neoplasm of prostate 
Malignant neoplasm of bone and connective tissue ........ 
Malignant neoplasm of all other and unspecified sites, . 
Leukaemia and aleukaemia 


A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A! 
A! 
A! 
A 
A 
A 
A 


> 


Rate per 1000 
ISC NO. Diagnosis Patient Visits 
ALLERGIC, ENDOCRINE SYSTEM, METABOLIC AND 
NUTRITIONAL DISEASES (240-299) 
A 61 Nontoxic goiter 


© This list is based on the 1. S. C. “Intermediate List of 150 Causes for Tabulation 
of Morbidity and Mortality,” Manual of the International Statistical Classification of 
Diseases, Injuries, and Causes of Death, World Health Organization, Geneva, Switzerland 
(1949). 

Detailed list numbers 
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> 
60 Benign neoplasms and neoplasms of unspecified nature _..,.. 7.72 
‘ 


Thyrotoxicosis with or without goiter 

Diabetes mellitus rere 

Avitaminosis and other deficiency states . 

Anemias 
Allergic disorders; all other ‘endoczine, metabolic 
and blood diseases 


MENTAL, PSYCHONEUROTIC AND PERSONALITY 
DISORDERS (300-326) 


A 67 
A 68 
A 69 
DISEASES OF 
(330-398) . 


DISEASES OF 


A 
A 
A 
A 
A 
A 
A 
A 


DISEASES OF 


A 


A 
A 
A 
A 
A 
A 
A 


DISEASES OF 


A 98 
A 99 
A100 
Alol 
A102 
A103 
Al04 
A105 
A106 
A107 


Psychoses 
Psychoneuroses and disorders of personality 
Mental deficiency 


THE NERVOUS SYSTEM AND SENSE ORGANS 


Vascular lesions affecting ‘central nervous system 
Nonmeningococcal meningitis 

Multiple sclerosis 

Inflammatory diseases of eye 

Cataract 

Glaucoma 

Otitis media and mastoiditis 

All other diseases of the nervous system and sense organs 


THE CIRCULATORY SYSTEM ~ (400-468) |. 
Rheumatic fever 


Arteriosclerotic and degenerative heart disease 
Other diseases of heart 

Hypertension with heart disease , 
Hypertension without mention of heart 
Diseases of arteries sawn 

Other diseases of circulatory system 


“THE RESPIRATORY SYSTEM (470-527) 182.42 


Acute upper respiratory infections 

Influenza . 

Lobar pneumonia 

Bronchopneumonia 

Primary atypical, other and unspecified pneumonia 
Acute bronchitis 

Bronchitis, chronic and unqualified 
Hypertrophy of tonsils and adenoids 
Empyema and abscess of lung 

All other respiratory diseases su 
THE DIGESTIVE SYSTEM (530-587) 
Diseases of teeth and supporting structures , . 
Ulcer of stomach 


Uleer of duodenum 

Gastritis and duodenitis 

Appendicitis 

Intestinal obstruction and hernia 

Gastro-enteritis and colitis, except diarrhea of the newborn 
Cirrhosis of liver — 

Cholelithiasis and cholecystitis 

Other diseases of digestive system 


26 
9.08 
22.50 


wae 
1.75 
19.39 
5.71 
12.97 
27.95 
3.96 
9.08 


116.54 
12.32 
149 
2.46 
7.52 
15.82 
1.04 

18 
19.20 


499 
3.05 
519 
2.79 
4 "4 
2.98 
12.32 

7 
4.15 
15.05 


A 62 149 
A 63 6.24 
A 64 3.63 
A 65 15.65 
A 66 
10.87 
84 
78 
70 4.67 
71 15 
72 52 
74 3.24 
75 06 
76 
78 
89.08 
79 
80 
81 
82 
83 
85 
A 87 
A 88 F 
89 
90 
91 
992 
93 
GA 
95 
97 
55.77 
‘ 
‘ 
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~ DISEASES OF THE GENITO-URINARY SYSTEM (590-687) 79.07 
A108 Acute nephritis 
A109 Chronic, other and unspecified nephritis 
All0 Infections of kidney 
Alll Calculi of urinary system 
All2 Hyperplasia of prostate 
Alls Diseases of breast 
All4 Other diseases of genito-urinary system. 
~ DELIVERTES AND PATIENT VISITS INCIDENT TO NORMAL 
PRENATAL OR POSTPARTUM CARE, COMPLICATIONS OF 
PREGNANCY, CHILDBIRTH AND THE PUERPERIUM (640- 
689, YOOA, Y06-Y07, Y20-Y29) 
All5 Sepsis of pregnancy, childbirth and the puerperium 
All6 ‘Toxaemias of pregnancy and the puerperium 
All7 Hemorrhage of pregnancy and childbirth 
All8 Abortion without mention of sepsis or toxaemia 
‘All9 Abortion with sepsis 
Al20 Other complications of pregnancy, childbirth and the 
puerperium 
Al20a Normal delivery 
Al120b Possible pregnancy 
A120 Prenatal visit, normal pregnancy . 


Al20d Postpartum care without complications . 


DISEASES OF SKIN, CELLULAR TISSUE, BONES AND ORGANS 
OF MOVEMENT (690-749) 
Al2l Infections of skin and subcutaneous tisssue 
A122 Arthritis and spondylitis 
A123 Muscular rheumatism and rheumatism, unspecified 
Al24 Osteomyelitis and periostitis 
Al25 Ankylosis and acquired musculoskeletal deformities . . . 
A126 All other diseases of skin and musculoskeletal system 
~ CONGENITAL MALFORMATIONS AND CERTAIN DISEASES OF — 
EARLY INFANCY (751-776) 
Al28 Congenital malformations of circulatory system . 
A129 All other congenital malformations .. 
Al3l Postnatal asphyxia and atelectasis .. . 
A182 Infections of the newborn . 
A133 Haemolytic disease of newborn 
AlS4 All other defined diseases of early infancy 
A135 Ill-defined diseases peculiar to early infancy, and 
immaturity unqualified 
SENILITY, ILL-DEFINED DISEASES, SYMPTOMS (780-795) 
A156 Senility without mention of psychosis 
A137 I}!-defined and unknown causes of morbidity . . 
ACCIDENTS, POISONINGS AND VIOLENCE (N800-N999) 
A138 Fracture of skull 
A189 Fracture of spine and trunk 
Al40 Fracture of limbs 
Al4l Dislocation without fracture ..... , 
Al42 Sprains and strains of joints and adjacent muscle , 12.65 
Al48 Head injury (excluding fracture) , .. 348 
Al44 Internal injury of chest, abdomen and pelvis Pade 18 
Al45 Lacerations and open wounds . ‘ 26.79 
A146 Superficial injury, contusion and crushing with | intact 
skin surface 


143 
7.98 
128 
. 2.08 
oo 
63.69 
, | 
| 
2.66 
AS 
.. 10.57 
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Al47 Effects of foreign body entering through orifice . 
Al48 


Al49 Effects of poisons 
A150 All other and unspecified effects a external causes 
REASON FOR PATIENT VISITS OTHER THAN ILLNESS 
(Y00-Y05, YO8 & Others) 
Check-up (normal) 


Al52 Prophylactic inoculations (age 6+ ), 
A153 Follow-up exam, post-operation, injury or disease 
Al54 Carrier or suspect carrier 
Al55 Healthy person accompanying or inquiring about sick person 
A156 Well baby and child care (0-5 years) . 
A157 Contraceptive guidance 
A158 Examination for administrative purposes . . 
A159 Anesthesia for dental purposes 
A160 Prophylactic medication administration 
Al6l Diagnosis, normal or no disease 
~ DIAGNOSIS UNKNOWN OR DEFERRED 
A162 _Diagnosis unknown, questionable or deferred 


5.84 
9 o7 
7.20 
66.28 

5.12 
45 
j 2.66 
26 
2.98 
27.76 
45 
18.68 
26 
06 
2.60 
| 14.40 
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